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PREFACE TO THE THIRD EDITION. 



Numerous interpolations and the employment of about 
forty new illustrations have materially increased the size of 
the present edition, and have, it is hoped, also added to its 
usefulness. Alterations have been made in the original text 
to the extent that certain sections, notably that upon Diseases 
of the Septum, have been almost entirely rewritten. The 
section on Diphtheria was contributed by my assistant, Dr. 
M. P. Warmuth, who has had the advantage of five years 
as a resident physician of the Philadelphia Municipal Hos- 
pital, where, during his term of service, more than five 
thousand cases of diphtheria received treatment. 

The author wishes to express his appreciation of the 
assistance rendered by Dr. William Menah in arranging 

the Index. 

E. B. Gleason. 
July, 1901. 
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PREFACE. 



It is hoped that the following pages will be a sufficient excuse 
for themselves. It is admitted that, to the learned specialist, the 
information they contain will appear superficial; but superficial 
information has its value to a beginner as a foundation for that 
more profound knowledge which only comes slowly through years 
of extensive reading, thought, and actual work in the diagnosis and 
treatment of disease. To the recent graduate in medicine, who 
wishes to take '* a special coui-se in a Nose and Throat dispensary," 
a little book will probably prove more valuable than a larger volume 
in enabling him to acquire, in the shortest possible time, those 
rudiments of Rhinology and Laryngology which are essential in 
order that he may understand and api)reciate that which he sees 
and hears in the actual work of the dispensary. 

It is also thought that this little book may prove useful to the 
busy general practitioner who, from the force of circumstances, 
finds himself obliged to treat disease of the nose or throat, and can 
find quickly here, in a condensed form, the essentials of diagnosis 
and treatment in any given case. The author has outlined that 
treatment of each affection that he has found by actual experience 
most satisfactorj^ and has simplified the matter as much as possible 
by mentioning only the few drugs, prescriptions, and operative pro- 
cedures that are essential to the accomplishment of a desired result. 

It is supposed that the reader is already familiar with the anat- 
omy and physiology of the upper air- passages, and hence lengthy 
descriptions of anatomical structures and their functions have been 
omitted, the reader being referred for such to the Question Com- 
pends of this series on Anatomy and Physiology, or to the text- 
books on those subjects. 

The author wishes to express his indebtedness to the books of 
Bosworth, Sajous, Brown, Woakes, and Seiler, and the writings of 
numerous other authors contained in current medical literature, for 
aid in the preparation of this little work. 

E. BALDWIN GLEASON. 
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DISEASES OF THE NOSE AND THROAT. 



THE LARYNGOSCOPE. 

What is the laryngoscope ? 

The laryngoscope is a combination of two mirrors so 
arranged as to enable the observer to see the interior of the 
larynx. In the more common form the larger and concave 
mirror, called the reflector, is attached to the observer's head 
by a head-band, and the smaller and plane mirror, called the 
laryngeal mirror, is introduced into the back part of the 
mouth in such a manner as to be directly above the opening 
of the glottis ; so that light reflected from the reflector upon 
the laryngeal mirror illuminates the interior of the larynx, 
and enables the observer to see its image u[X)n the surface of 
the small mirror. 

Oiye briefly the history of the larsrngoscope. 

Recent excavations at Pompeii have brought to light small 
metal mirrors with slender handles, that are supposed to have 
been used to inspect the accessible cavities of the body. In 
1743 M. Levret, a distinguished French accoucheur, invented 
and used a small mirror for seeing small polypoid growths 
inside the nose, throat, ear, etc., and facilitating operations 
upon them. Dr. Bozzini, of Frankfort-on-the-Main, in 1807 
published a work describing an apparatus he had invented for 
illuminating and examining the cavities of the body. His 
" laryngoscope '* consisted of a tube, bent near its end at a 
right angle, and divided longitudinally by a septum into two 
portions. lu each portion of the tube at its angle a mirror 

13 



14 THE LARYNGOSCOPE. 

was set, so arranged that, when the tube was inserted into the 
mouth and its bent end directed toward the opening of the 
larynx, light passing along one division of the tube would be 
reflected downward into the larynx by the mirror contained 
in the instrument ; while the eye of the observer, looking 
through the other portion of the tul)e, would perceive the 
image of the glottis reflected in the mirror which this portion 
of the tube contained. In 1825 Cagniard de Latour, and in 
1827 Senn, of Geneva, each made unsuccessful attempts to 
examine the living larynx by means of mirrors. In 1829 
Benjamin Guy Babington used a small mirror placed in the 
back of the mouth, while an ordinary hand-glass was used to 
reflect sunlight upon it. While Babington was perfecting his 
instrument, a mechanic, named Selligue, constructed an instru- 
ment similar to that of Bozzini, by means of which his phys- 
ician, Bennati, said he was enabled to see the vocal cords. 
However, he brought about a cure of the throat affection from 
which Selligue suffered. A number of others worked in the 
same field, among whom may be mentioned Baumes, of Lyons 
(1838) ; Liston, using a dentist's mirror for laryngoscopy, in 
1840 ; and Warden, of Edinburgh, a prism of flint glass, 
attached to a long stem, for the same purpose ; whilst Avery, 
of London, employed a speculum, with a mirror in its end, 
for examining the larynx, which was illuminated from a con- 
cave reflector worn upon his head. In 1854 Signor Manuel 
Garcia, by means of a dentist's mirror and a hand-glass, was, 
for the first time, enabled to study the movements of his own 
vocal cords during phonation, and accurately described the 
registers of the voice in a paper read before the Royal Society 
of London in 1855. In 1857 Tiirck, of Vienna, began 
to use the laryngeal mirror on his patients, and he and 
Czermak, who substituted artificial light for sunlight, im- 
proved their apparatus until the laryngoscope was perfected 
to the form that is used at the present day. 

Describe the laryngeal mirror. 

The laryngeal mirror consists of an oval or round piece of 
silvered glass, mounted in a metal frame and attached to a 
wire stem at an angle of not less than 120 degrees. Such 
mirrors vary in size from one-half an inch to an inch and a 
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instru- 
and 0, 
and are 



half in diameter, and are numbered 1, 2, 3, 4, 5 by 
ment-makers. However, smaller mirrors, Nos. 00 
and larger mirrors, Nos. 6, 7, and 8, may be obtained, 
occasionally useful. The wire stem is 
either fixed in a handle of wood or slides 
into a hollow handle of hard rubber, or 
preferably metal, and is clamped at any 
desired length by a set-screw (Fig. 1). 

Describe the reflector of the laxyngo- 
scope. 

The reflector is a concave mirror of 
about twelve inches' focus, and made of 
silvered glass, mounted in a metal 
frame, so arranged that it is capable 
of attachment by a universal joint either 
to a head-band or the source of illumi- 
nation. Two sizes are for sale in the 
instrument stores, one 3 inches in diam- 
eter, the other 3i inches in diameter. 
The former has the advantage of con- 
venience for carrying in the pocket or 
instrument-case because of its smaller 
size, and for examinations of the ear or 
nose or narrow cavities is as large as 
can be utilized readily. For examina- 
tion of the pharynx and larynx the 
additional half-inch at the periphery of 
the mirror can readily be utilized, and 
furnishes additional illumination be- 
cause the mouth is so much larger than 
the nares or auditory meatus. 

What kind of head-band should be 
used to attach the reflector to 
the forehead? 

The instrument known as Fox's head- 
band (Fig. 2) consists of four steel, or 
preferably brafis strips, because steel, 
though lighter, readily corrodes. The metal strips are hinged 
together 90 that they can be folded about the mirror, so as to 
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Fig. 1.— Laryngeal mir- 
rors. 



16 THE LARYNGOSCOPE. 

protect it and form such a small aod conveniently shaped pack- 
ogG that both head-band and mirror readily can be carried Jn 
a pocket of the surgeon's clothing. When in UBe the bead- 
band assumes the position of a line paasiug uver the bead from 
the forehead to the occiput It is held firmly iu position by 
the hinged bands, which when unfolded act as a spring. It 
has the advantage that at once it adjusts itself to heads of 
varying shapes and sizes, and hence is convenient in elass- 
demouatration to pass from student to student. When con- 
structed of nickel-plated brass, it is practically indeetructable, 
and will outlast many head-bands made of elastic webbing or 
even of leather. However, it has the disadvantage of being 
heavy, and if worn all day upon the forehead becomes ex- 




Fiu. 2.— Reflector with Fox'a head-band. 



tremely irksome. Therefore a head-band of leather is de- 
cidedly the preferable instrument The leather should be 
black to prevent discoloration by sweat Head-bands of 
rubber elastic are soon corroded by sweat from the forehead 
and are rendered useless. The joint by which the mirror is 
attached to the forehead is by no means a matter of indiffer- 
ence, a double ball-and-socket joint greatly facilitates the ad- 
justment of the reflected light, and renders it possible to bring 
the perforation in the center of the reflector closer to the eye, 
a decided advantage in examining narrow cavities like the 
nasal passages or the auditory meatus. Some years ago the 
author had made for use in his class-room the bead band 
shown in Fig. 3. At the time his principal object was cheap- 
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The inHtrument, however, proved si» light, (romfortahle, 
and efficient that it has liecome his favorite head-band tor 
office uae. !t cuiisists of a thin strap of black leather with a 
buckle, by which it can be adjusted tu the diameter of any 
head, and there ie also a ring aod hook, bo that it readily can 
be disengaged from the forehead. The leather is sewed to a 
nickel-plated bratrs plate. As the nickel is soon corroded from 
under Kurfaiie of the brass plate by the sweat from the 
forehead, and the metal when wuru for a length of time stains 
the forehead, a small piece of gauze or chamois should be 
worn under it and reneweil from day to day. Padding of any 




id sewed to the metal foreheati plates of head-bands are 
extremely objectionable, as they soOo become foul from 
abeorl>ed secretions. 

How sliotild the reflector be worn 7 

The reflector should lie worn upon the forehead over the 
left eye, and the light should be reflected from it upon the 
fiw« of the patient, so as to form a circle, Iwuntled above by 
;the tip of the nose and below by the front of the chin. When 
worn over the left eye, with the source of illumination to the 
left of the [mlient, it is possible to secure a better illumina- 
tion of the nose and mouth with less frequent manipulation of 
the reflector, If, however, the source of illumination he at 
the pntienl's right, the reflector is more conveniently worn 
'at tbe right eye. bome laryngoecopists prefer to wear tha 
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THE LARYNGOSCOPE. 



mirror over the right eye, no matter what the position of the 
source of illumination. A few laryngologists, notably the 
late Harrison Allen, advocate wearing the reflector as shown 
in Fig. 4. As a matter of fact, this method of wearing the 
mirror has several advantages, and when examining large 
cavities like the mouth there will be sufficient light reflected ; 
but in making a minute examination of the fundus of narrow 
cavities, like the nose or ear, there is a distinct advantage in 
wearing the reflector with its central perforation as near the 
eye of the observer as possible ; because then the axis of vision 




Fig. 4.— The reflector worn upon the forehead. 

corresponds exactly with the axis of reflection, and hence the 
parts inspected receive the best possible illumination. 

What sources of light are used in larsrngoscopy ? 

An ordinary coal-oil lamp, or even a candle, the electric 
light, or a gas jet may be employed. Direct sunlight through 
a hole in the shutter may be used, and a plain mirror, instead 
of a concave one, should then be worn upon the forehead to 
avoid the excessive heat that might be sufficient to burn the 
patient if sunlight were concentrated upon any part with a 
concave reflector. Tobold, Mackenzie, and others have in- 
vented light concentrators, where convex lenses are used to 
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concentrate the light ujxiii the retlectur. Such uii apparatus, 
contairiiug one ur mure leusea aud tnaile to fit over a student's 
lamp or Argand burner, can he obtained in the instrument 
stores. The apparatus shown iu Fig. 5 is perhaps the best 
of these, and may be used either aver an ordinary student's 
lam|), Argand burner, Welsbach light, or, as mudified by 
Dr. Veeder, the electric light can be placed within the appa- 
ratus. The Welshach light gives by far the most natisfao- 
tory illumination, hut because of the tirequent moving of the 
bracket the mantle has a much shorter life than if the light 
were stationary. However, in apitfi of this disailvautage, the 
WelslMch light is probably the beat for office work and I ' 
Argand burner for tlie disjjensary or elsewhere when the 




lamp is liable to rough hanllmg The electric light, after 
it has passed through the lens and I een reflect*^l by the 
mirror, yiehls a bright image of the filament with deep inter 
vening ami surrounding sha lows. To overcome this diffitiilt\ 
Veeder had the filament male into the tonu of a di-^k The 
Veeder bullw, while superior t) the onlinan ](>-cai ile elec 
trie-light bullts, are still \a8th inferii r to tie Wehliath 
light for laryngoscopy, and it is imjMissil le to |UKkK warm 
the laryngeal mirrors over them 

As shown in Fig. 5, a mirror can lie attacl el tt the light 
concentrator in »mc\\ a manier that it mil redett light into 
tlie uoee, mouth, or ear, uu I thus lo awaj with the necessity 

trauiitg the mirror u^wn the torehewl This arrangement 
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is a decided advantage, because a forehead reflector does not 
improve the personal appearance of a surgeon, and if worn 
all day is apt to result in a headache. 

A tube of ordinary sheet iron, without lenses, but with an 
opening in its side, when fitted over the chimney of an Ar- 
gand burner or student's lamp in such a manner that the 
opening is opposite the flame, answers a very good purpose. 
Such an apparatus gives enough light for all ordinary exam- 
inations with the laryngoscope, and has the advantage that it 
may be used for the ophthalmoscope as well. 

Wliat is the most adyantageous position for the source of 
light in larjmgoscopy? 

The source of light should be at the patient's left, some- 
what behind him, and on a level with the top of his ear. As 




Fig. 6.— Adjustable gas bracket. 

the heights of patients vary greatly when seated, it is well to 
have some means by which the position of the light can be 
quickly and conveniently changed. A student's lamp or Ar- 
gand burner may be mounted upon a rod, upon which it 
slides, placed on the right side of the patient, and which can 
be clamped in any position by means of a set-screw. Mac- 
kenzie, of London, has invented an adjustable gas bracket, 
which, however, has the disadvantage that it requires both 
hands to change the vertical position of the light. The 
bracket shown in Fig. 6 is much to be preferred, as the light 
can be easily moved into the proper position, and clamped 
there by a single turn of the wrist, while it is not as liable to 
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get out of order as those brackets which have no apparatus 
to clamp them firmly in any desired position. Dr. Wm. C. 
Jarvis of New York and others have devised electric lar- 
yngoscopes, in which a small incandescent lamp is mounted 
on the handle of the mirror in such a manner that its light is 
reflected by the mirror into the larynx ; but, unfortunately, 
in all of these instruments some of the light falls directly 
upon the observer's eye, and interferes with distinct vision. 

THE ART OF LARYNGOSCOPY. 

Wliat is larsmgology ? 

Laryngology is the art of seeing and describing what is 
seen in the larynx. The word signifies a treatise on the 
larynx and its diseases. 

Wliat is larsrngoscopy? 

Laryngoscopy is simply the art of viewing the interior of 
the larynx. 




Fio. 7.— Diagram illustrating the principle of the laryngoscope (Lennox 

Browne). 

Wliat optical law is inyolyed in larsrngoscopy ? 

The optical law involved in laryngoscopy is that the angle 
oj reflection is equal to the angle of incidence. 



22 



THE ART OF LARYNGOSCOPY. 



How ia this law practlcallr illustrated in larTngoscopy ? 

This law is illustrateJ l>y the fact that the laryngeal mirror 
must be placeil in the hack [Mtrt of the [mtient's mouth, above 
and Itehind the larynx, anil at such an angle that light re- 
ceived on its Hiirfaee is retlevted downward into the larynx. 
The rays then forming the laryn^al image will return along 
the Bame path, anil l>e refWteil at the same angle into the eye 
of the oliserver. From this it follows that the nearer the 
center of the head-mirror is placed to the eye of the oltserver, 
the Iwtter will the image of the larynx be seen (Fig. 1). 

In looking at the image of the larynx, what shonld we bear 
in mind? 
We should l)ear in mind that the image is a reflected one, 
and that, therefore, it m revoraei! aiitero|)08teriorly, owing to 
the fact that the laryngeal mirror is alxive and behind the 
opening of the larynx (Fig- 8> 

Describe the relative positions of the patient and obserrer in 
laryngoscopy. 

The observer should sit op|>ositt to the patient, so that his 
eye is on the level with, and about a foot from, the mouth of 
the [witient, whose head should be slightly 
raised and incline<l liackward. The knees 
of the oliserver should l>e either at the left 
or on either siile of the patient's kueee. 
For oflice use it is most convenient to have 
piano stools, which cnn be raised or lowered, 
so that the difference in the heights of dilTer- 
ent patients can be con)pensnte<l for, and 
the e\e of the olaerver can l)e brought on 

Vfl le\el with that of the imtient ; while the 
patient's head may rest uixm a cushioned 
framework fastened to the wall. If a head- 
reflector l)e used, it is advisable to obtain 
an easy psition for the hea<1, and then 
move the reflectiir until the disk of reflected 
norBr.iw.ll!;: '""'" light falls in the opene<l mouth of the 
patient with its center at the base of the 
uvula, thus illuminating all the surrounding parts. 
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How is the laryngeal mirror introduced? 

The laryngeal mirror is first warmed by holding it for a 
short time, with its reflecting surface, over a flame, to prevent 
moisture condensing upon it. The handle should be held 
between the thumb and forefinger of the right hand like a 
[)en-holder, with the reflecting surface of the mirror down- 
ward. The forearm should be flexed upon the arm and the 
hand slightly backward upon the wrist and held a little below 
the mouth of the patient. By a forward motion of the hand 
and a slight raising of the. arm, and unbending of the elbow, 
the mirror should be quickly carried into the mouth, following 
the curve of the hard palate until the back of the mirror 
touches and raises the uvula, pressing it upward and back- 
ward as far as i)ossible. Meanwhile the left hand of the 
observer has grasped the patient's protruding tongue, holding 
it well forward by means of a towel or napkin to prevent 
slipping through the fingers. 

How should the tongue be held by the observer ? 

The protruded tongue of the patient should be grasped 
between the outstretched thumb and index-finger of the left 
hand, protected by a napkin or towel to prevent slipping, in 
such a manner that the forefinger being placed against the 
lower teeth, projects above their edge, and thus forms a roller 
\i\yovL which the tongue can move without its frenum coming 
in contact with the sharp edge of the lower incisors. The 
thumb being placed on the up})er surface of the tongue, and 
the middle finger above the chin of the patient, a slight 
rotatory motion of the observer's left hand will then not only 
control the motion of the tongue of the patient, but also kt^ep 
all involuntiiry movements of his head in check, as the bit in 
a horse's mouth controls the animal's action. When the 
oj)erator has to use both hands in operating or making appli- 
cations, the patient should be taught this maneuver and re- 
quested to hold his tongue forward himself. 

What precautions should be observed in introducing the 
mirror? 

The mirror should not touch the tongue or palate ; and, 
when in |)osition, it should be held steadily aud wq\. ^q.>r^ 
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to tremble, or gaging ae well aa retehing will result Should 
the slightest sign of this occur, the mirror must be quickly 
withdrawn, and only re-introduced when the patient has had 
time to recover his breath and confidence ; or the gagging 
will be repeated on an attempt to re-introduce the mirror, and 




PlO, 9.— Sectional view, showing the poilllon of the hi 
which will give, the minimum amcnint of view. T)ie 1aryii| 
a case is represented In the enialler ttgnre at the side (Lenuoji nrownej. 

the throat finally become bo sensitive that a further examina- 
tion will be impossible at that sitting. 

When tiie laryngeal minor is in position at the back part 
of the month, how is the laryngeal image brought into 
view? 

The handle of the mirror is brought to one side until it lays 
in the angle of the patient's mouth, and the hand holding it 
is steadied by one or two fingers resting on the cheek of the 
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patieoL This procedure brings the Laud out of tbe line of 
vision. The mirror ia nest slowly but steadily turued until 
the image of the laryox appears upon ite surface. The 
patieut should uow be reijuestetl to say "Ah," iu order to 
' cause ft rising of the epiglottis and bring the image into view. 

How should the temperature of the mirror be tested? 

The temperature should ahvars be lotteil hy laying the 
buck of the mirror against the skin of the hand, and never 
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G position or the pat^eiit'Ei head and 
' -'Bwof Ihelaryiii, The iBryiigeal 
Btaall tiiiure at the aide (l^nuoi 



S^inst the cheek ; because a slight abrasion of the skin of 
the cheek easily escapes notice, and may be inoculated with 
specific poison by the back of the mirror, which has previously 
come in contact with the secretious of a patient suffering from 
alio dJaease. 
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What are the obstacles to laryngoscopy ? 

1. Irritability of the pharynx, produced by trembling of 
the hand holding the mirror, causing gagging and retching. 
2. Want of pro{)er adjustment of the light, without which the 
larynx cannot be illuminated, even when the mirror is in the 
proper position. 8. Undue irritability or peculiar formation 
of certain parts of the throat. 4. Raising of the back of the 
tongue upon the approach of the mirror, in spite of the trac- 
tion made upon its tip. 5. Too large or pendent epiglottis. 

How should these obstacles be overcome ? 

Gagging and retching can generally be prevented by avoid- 
ing to touch the tongue and palate while introducing the 





Fig. 11.— Folding tongue-depressor. 



Fig. 12.— Cohen's tongue-depressor. 



mirror, and by holding it steadily in its proper position when 
introduced. Irritability of the pharynx may be relieved by 
letting the patient swallow a glass of ice-water before intro- 
ducing the mirror ; or, if that should fail, the use of a spray 
of cocain solution from an atomizer will generally produce the 
desired effect. If the back part of the tongue rises so as to 
obstruct the view, in spite of traction on its tip, it may be 
caused to lie flat in the mouth by steady pressure with a tongue- 
depressor (Figs. 11-18). When the epiglottis is too large or 
pendent, so as to obstruct the view, we can sometimes see the 
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glottis by causing the patient to laugh or sing in a high pitch. 
If this fails, a pair of bull-nosed artery forceps, having a 
small weight attached to it with a thread, may be fastened to 
the margin of the epiglottis ; thus keeping it elevated during 
the examination or operation by the small weight, which hangs 
out of the mouth. 

How is autolaryngoscopy accomplished? 

The observer who wishes to study his own larynx should 
seat himself with his back toward a window through which 




Fig. 13.— Kyle's tongue-depressor. 



the direct light of the sun enters. In front of him should be 
a plane mirror, so placed as to reflect a ray of sunlight into 
his open mouth. All being in readiness, he seizes his tongue 
with a napkin held in his left hand, and pulls it forward. His 
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right haDd now carries a laryngeal mirror to the back of the 
mouth, its progress being watched in the mirror before him. 
When properly placed, the sunlight from the plane mirror is 
reflected by the laryngeal mirror into the larynx, and its image 
appears upon the laryngeal mirror and is reflected forward 
upon the plane mirror, where it may be studied by the ob- 
server. Artificial light may also be used for autolaryngoscopy, 
by having the source of illumination at one side of, and on a 
level with, and slightly behind the observer's head ; while a 
concave reflector is placed at one side of the plane mirror to 
reflect the light upon the laryngeal mirror in the back part 
of the mouth. 

How is infraglottic laryngoscopy accomplished? 

In some cases in which tracheotomy has been performed 
and the cannula is fenestrated, a small mirror may be so in- 
troduced into the cannula as to obtain a view of the under 
surface of the vocal cords, which are red instead of white. 
Unfortunately, the mirror must be so small that little else 
can usually be seen. 

LARYNGEAL IMAGE. 

Describe the appearance of a normal larsmx as seen in the 
laryngeal mirror (Fii^s. 14-16). 

At the upper part of the mirror is seen the reddish-yellow 
arch of the epiglottis (l) with its cushion (c). In front of 
the epiglottis and extending downward across the mirror are 
seen two pairs of bands : the outer red, and the inner of a 
pearly white. The former are the ventricular bands (p), 
while the latter are the vocal cords (v). In deep breathing, 
a triangular opening is seen between the vocal cords, through 
which we can see into the inferior cavity of the larynx, and 
view the anterior part of the cricoid cartilage as well as some 
of the tracheal rings below it (w, p). In some cases two 
dark circles can be seen in the depth of the trachea, indi- 
cating the openings of the bronchi (b). During tone-produc- 
tion the opening between the vocal cords is narrowed to a 
slit, and this space is called the rima glottidis or glottis (chink 
of the glottis). At the termination of the vocal cords we see 
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le arTtenoid cartilages, with the ititernrytenoid space > 
misBure between them. From each side of this 
fold, called the aryepigloUie fold, extemis forward to join the 
arch of the epiglottia. Upon each of these folds we aee two 
nodules : the cartilages of Wrisl>erg (w), and the cartilages of 
Bantorini ip). These latter surmount the arytenuid cartilages. 
Attaching the epiglottis to the tongue is seen in the mirror a 
light-colored liaud : the glosso-epiglottic told. On each side 
are two grooves, called the gloaso-epiglottic fosaw. The color 
of the mucous membrane, as seen in the laryngeal image, 
varies irom the pearly whiteue»i8 of t^e vocal cords to the 
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re^ldisb-yellow of the epiglottis, and the pink-red seen in other 
localities. There is also considerable variations of color, 
within the limits of health, in different individuals, and even 
in the same individual under dift'erent conditions. As seen 
by artificial light, it is always redder in color than when seen 
by means of ilirect sunlight. 

Wliat is aiitoacop7 of the larynx and trachea 7 

Autoecopy of the larynx and trachea is a name given by 
its discoverer, Kirstein of Berlin, to a method of direct 
Ipection of the living larynx and trachea by 
jpecial tongue-depressor (Fig. 17), by which tbft toa^vi^ cas^ 
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be drawn forward as well as pushed downward, as shown in 
Fig. 18. 

Describe the position of the patient in autoscopy of the 
larsrnx and trachea. 

The patient should bend the upper part of his body slightly 
forward, as shown in Fig. 19. For purposes of examination 
it is sometimes desirable that the patient remove his collar, 
especially if it be tight fitting. False teeth should always be 
removed. The observer stands in front of the patient, who 





Fig. 17. — Tonpue-depressor for 
pharyngoscopy uiid direct laryiigo- 
traeheoscopy. Side-view and sur- 
faee-view of the anterior portion. 
In some cases an instrument with a 
larger curve of the anterior portion 
is more i)racticable (Kirstein). 




Fig. 18.— Displacement of 
tongue in autoscopy: L, larynx; 
C/, normal position of tongue ; 
C (), position of tongue in auto- 
scopy (Kirstein). 



is seated, and throws light from the reflector into the patient's 
open mouth. The tongue-depressor is grasped in the left 
hand in such a manner that its tip catches in the groove be- 
tween the tongue and epiglottis, being careful not to rest 
the tongue-depressor on the anterior portions of the tongue. 
The base of the tongue is now drawn evenly and steadily 
downward and forward as far as possible without exercising 
any force ^'^ ' ese maneuvers are successful, the arytenoids 
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are first brought into view and, finally, the whole interior of 
the larynx and a portion of the posterior wall of the trachea. 
In this respect the method contrasts with the use of a laryn- 
geal mirror, in which, if the trachea is seen at all, it ia a por- 
tion of it8 anterior wall. 

Even in the hands of an expert, autoscopy as described by 
Kirstein yields satisfactory results in only a comparatively 
few adulU and seldom in children. However, the student 
ijhould practice the method until he becomes expert, and should 




Fta. 19.— Position for iutoscopy. Thin phntoeraph w 
■trlpptd palluiit ill order to show diatliiully tki: posil 
duriiiK I'luniinatiun iKIratgln). 

be careful to exercise sufficient discretion and gentleness to 
rarely if ever cause pain. Kirstein states r "Tlie iiiit<)scope 
ia an instrument in using which the physician can hurt every 
patient, but should hurt none." 



For purposes of examination it possesses rarely any ad- 
vantage over laryngoacopy, although yieldm^ a wi\a%'«\i^ 
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better view of the poslerior wall of the larynx and trachea ; 
hut for those who have already familiarized themuelvea with 
the use of the mirror, tlie method seems more difficult and 
awkward. For the removal of tumors and foreign bodies 
from the posterior wall of the larynx or pharynx the method 




a. 20.— Type" of '"f 



ipv rations (Kirslein). 



has great advanta(|;es, as straight instruments can l>e used 
under the direct guidance of the eye ; Imt the anterior wall 
of the larynx and even the posterior surface of the epiglottis 
is rarely brought into view as well by aiitoscopy as by the 
use of a mirror. Fig. 20 shows the instruments that have 
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been employe<l in autoscopy for the removal of tumors, foreign 
bodies, etc., from the larynx. Kirstein at first employed ex- 
clusively a somewhat complicated "autoscojie" with electrical 
illumination, but it was afterward discovered that a sufficiently 
clear view of the interior of the larynx could be obtained by 
means of the reflector and tongue-depressor. 

RHINOSCOPY. 

What is rhinology? 

Rhinology is the art of seeing and describing what is seen 
in the nose. The word is sometimes applied to a description 
of the nose, its diseases, and their treatment. 

What is rhinoscopy? 

Rhinoscopy is the art of inspecting the nasal cavities, and 
may be divided into anterior and posterior rhinoscopy. Ante- 
rior rhinoscopy is the inspection of the anterior nares through 
the nostrils, and posterior rhinoscopy is the inspection of the 
vault of the pharynx and of the posterior nares from behind. 

What are the anterior and posterior nares ? 

These terms should be applied solely to the anterior and 
posterior openings of the anterior nasal cavities. 

What is the posterior nasal chamber, or postnasal space? 

The postnasal space, as it is at present most commonly 
called, is the cavity bounded in front by the posterior nares, 
above by the vault of the pharynx, behind by the pharyngeal 
wall, and below by the soft palate. It is frequently termed 
the nasopharynx. 

How is anterior rhinoscopy accomplished ? 

The simplest method is to raise the tip of the nose with a 
finger, and draw the ala away from the septum by means of a 
bent probe. If now the patient's head is tilted somewhat 
backward, and a strong light is made to enter the dilated nos- 
tril, the nasal cavity will be illuminated for a considerable 
distance, and the condition of its lining mucous membrane 
may be inspected. The opening of the nostril may, however, 
be effected more conveniently by means of «i\i xxi^eXxxycwsoX. 

3 
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called a uasal dilator, of which there are an endless variety 
for sale in the market. Of these, perhai)s the most useful is 
the nasal dilator of Bosworth (Fig. 21). A great many of 
the " Bosworth dilators '* for sale in the instrument stores are 
nearly useless, on account of the manner in which they are 
constructed. The best which I have seen were made of Ger- 





Fi(i. 21.— Busworth's nasul dilator. 



man silver or brass nickel plated, so that the shanks of the 
instrument can be bent, in order to modify the amount of 
separation of its blades. The blades which enter the nose 
should be perfectly flat, without any outward flare to their 
tips, and so constructed that they are always perfectly parallel 
when separated or brought together. The blades should be 
set upon the shanks at an angle of 110 degrees. When 
made in this shape, the instrument can be more quickly intro- 
duced into the nostrils than the author's dilator. Unfortunately, 
however, it is retained with so little firmness in the nose that 




Fio. 22.— Nasal dilator. 



it is frequently displaced during the course of a long opera- 
tion and may fall upon the floor, greatly to the annoyance of 
the operator. The author's nasal dilator (Fig. 22) overcomes 
this difficulty by l)eing in most noses entirely self-retaining, 
and may be attached to a head-band upon the patient's fore- 
bead in such a manner as to draw upward the tip of the nose 
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sufficiently to secure the hettt |H)»^ible illuniiuatioii ol its 
iDterior, and at the same time lea% e both hands of the operator 
free. The idea of devising such u ai)eculum wia given me by 
Dr. L. Jj, Palmer of Toronto who while visiting Philade! 
phia, showed me an e> e-apeculum which he had bent m such 
a manner as to serve an admirable purpose ns a nasal i|>tc,u 

n, A year or two before that time however I)r Conrad 
BereiiE showed me a somewhat gimilar levi(.« which be had 

de himself by bending a piece of wire and wbuh he 
stated, answered his purposes as a nasal speculum better than 




anything he had found in the inBtrument stores. Dr. Palmer 
very kindly went with me to Mr. YarnaJl, the instrument- 
maker, hut we failed to fimi any eye-speculum in his stock 
that would answer our purpose, so that I spent considerable 
Ume for some weeks afterward bending wires, until finally, 
with Mr. Yarnall's help, the inatrtiment assumed the shape 
tbitt I now use. Two siKCS of the instrument should be at 
hand, and the spring of the instrument should lie adjusted by 
bending until it does not cause sufficient pressure to occasion 
|fae potieat pain or annoyance. The inatruEaeaL ia \vi.ttQ^'asK& ■ 
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by direcdng its blades along the floor of the nose until they 
have nearly disappeared witbin the nasal chamber, when the 
instrumeat is turned upward until it assumes the position 
shown in Fig. 23. The blades of the instrument grasp tbe 
rim of the nares in the same manner as an eye-speculum 
grasps the edge of the eyelids. Indeed, tbe iustrutneut ia but 
a trifling modification of the " plain " or old-faahioned eye- 
speculum employed by Dr. Palmer, but is somewhat more 
satisfactory, both as to shape and size. Almost any form 
of eye-speculum, if the uares be sufficiently large, may be 
used as a nasal dilator. 

All nasal dilators, however, teud to expose the parts in a dis- 
torted condition, aud thus deceive the observer as to the amount 
of breathing simce that exista in the anterior nares. Harrison 
Allen's hard-rubber nasal sjieeula, as they do not dilate the nos- 
trils so widely, enable the observer to judge of the amount of 
obstruction ta uaaal respiration produced by a deviated septum 
or anterior hypertrophy much more accurately than be could 
do with a dilator ; and a nest of these instruments should 
always be at hand to be used in such examinations (Fig. 24). 
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When using either dilator or speculum, the instrument and 
patient's head should be moved in such a way that the dif- 
ferent parts of the interior of the nose are successively 
brought in view. Any secretions that obstruct the view 
should be removed by means of the atomizer or forceps, or 
wiped away with cotton wrapped on the end of an applicator ; 
and any change in the bulk of the parts should be tested with 
the probe, in order to determine its density. If an anterior 
hypertrophy obstructs the view of deeper structures, cochin 
solution should be applied to reduce its size and allow light to 
penetrate into the deeper ports of the interior of the nose. 
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Describe the appearance of the interior of the nose as seen 
in anterior rhinoscopy. 

The first structure brought into view is the vestibule, in 
which are seen a number of coarse hairs called vibrissae, 
while a fold of skin or mucous membrane lies between the 
vestibule and the inferior meatus. To the inner side is the 
septum and to the outer side the inferior turbinated bone, 
forming the roof of the inferior meatus. Above the inferior 
turbinated bone is the middle meatus, roofed in above, except 
for the olfactory slit, by the middle turbinated bone. Through 
the olfactory slit in some individuals a portion of the superior 
turbinated bone may be seen. 

How are the posterior nares examined? 

Posterior rhinoscopy is to all intents and purposes the same 
process as laryngoscopy, except that a smaller mirror must 
generally be used, the reflecting face of which is turned 
upward instead of downward. The tongue, also, instead of 
being drawn forward with a napkin, is held down by means 
of a tongue-depressor. The relative position of patient and 
observer is the same as in laryngoscopy, except that the 
patient's head is not bent backward, but is either held per- 
pendicularly or is inclined slightly forward. The rhinoscopic 
mirror having been warmed, should be introduced into the 
pharyngeal cavity behind the velum palati, and so placed as 
to reflect the light upward and forward into the vault of the 
pharynx and into the posterior nares. For this purpose a No. 
1, 0, 00, mirror is generally most useful, but a larger mirror 
can sometimes be used to advantage, and should always be em- 
ployed when the space between the palate and pharynx is 
insufficient to permit it Posterior rhinoscopy is much more 
difficult than laryngoscopy ; but, except in the case of young 
children, patience and dexterity will almost always enable the 
observer to obtain a glimpse of the various parts of the poster 
rior nares and vault of the pharynx without the use of acces- 
sory instruments. When disease of these structures exists, or 
posterior hypertrophies or other neoplasms are present, the 
examination is usually easy because of their interference with 
the motion of the palate and the relatively wider space between 
the palate and posterior pharyngeaF wall. 
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Wliat are the chief obstacles to posterior rhinoscopy ? 

In many cases the palate will rise forcibly as soon as the 
mirror has been introduced, thus ciim]>letely shutting off the 
view of the paria above. Tliis difficulty can often be over- 
cunie by requesting the patient to breathe through his nose 
or emit a nasal sound like that of the Freneb letter n. The 
ol)server should in all cases avoid touching the back of the 
tongue or pharyngeal wall, as otherwise gagging and retch- 
ing immediately occur, and further examinatiou is rendered 




liitille Wblnated bone ; 

, Biiiwrinr tiirlilnatpil hoi ' ' '' ' ' '" 

Inferior mcaliui: «, main muaiRfte „. ., 

the phitrynx: 10. ciixhlnn or the tmfi inlalei II, posterior mrfiipe nf uvnin: 
12. riddc fonnpil bv levator nslBti (i.. p.) ; IS. sulpinxopharyinrpal liild ; 14, lal- 
pfnEopalstlni; fnlfl ; iri. Enstaphlnn prominence iir piwhlon ; Ifl, F.uBtaclilan 
tnhe, eloseil nn the lell niid IftW open on the right side : 17, Eiialnchlan orifice 

futile. Excessive irritaltility of the palate and pharyngeal 
wall can usually be relieved sufficiently to permit an exam- 
ination being made with the rhinoscope by painting the parts 
with a 4 per cent, solution of cocain. In operating, it is oft«n 
essential to be able to watch the movements of the instrument 
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in the posterior nares. Under such circumstances the ends 
of a piece of small rubber tubing, such as is used for drainage 
in small wounds, may be passed one through each nostril and 
out through the mouth. If, now, these ends are drawn tight 
and passed under that part of the tube which is outside the 
nose, they will be held in position, and a sufficient amount of 
elastic traction will be exerted upon the velum palati to 
draw it downward and forward away from the pharyngeal 
wall and maintain it in that position. There is at first some 
gagging and sneezing, which quickly subsides, when the 
tubing may be maintained in position for some minutes with- 
out great pain or inconvenience to the patient. 

Describe the appearance of the posterior rhinoscopic image. 
Except in cases of cleft palate, it is impossible to obtain a com- 
plete posterior rhinoscopic image, such as is shown in Fig. 25, 
but by varying the position of the mirror, the different parts 
may be brought into view and studied one after the other. 
Usually the first object seen is a triangular plate, with its 
apex downward — the posterior margin of the nasal septum 
(1). Above it is a mass of glandular tissue called the phar- 
yngeal tonsil, while at each side lower down are the crater- 
like orifices of the Eustachian tube (16). In front of these, 
and projecting toward the septum, are the posterior aspects of 
the turbinated bones. The middle turbinated bone is usually 
first brought into view, and rarely the dim outline of the 
superior turbinated bone may be distinguished above and in 
front of it. Below the middle turbinated bone the upper 
part of the inferior turbinated bone is readily perceived ; but 
to see the lower part of this structure and the floor of the 
nose requires considerable practice in the use of the rhino- 
scopic mirror. 

ACCESSORY INSTRUMENTS. 

What other instruments hesides those already described are 
necessary in examining and making applications to the 
interior of the nose and throat ? 
1. The sound. The laryngeal sound consists of a piece of 

silver wire, rounded at one end an<l inserted into a mirror- 
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handle. It should be sufficiently long to reach the anterior 
angle of the glottis without bringing the fingers holding the 
handle into the patient's mouth, and thus obstructing the 
view, and sufficiently firm to resist a considerable amount of 
pressure without bending. 

2. The cotton applicator consists of a piece of aluminum 
wire of about the same size and length as the laryngeal probe, 
with roughened ends ; so that a piece of absorbent cotton can 
be tightly wrapi)ed around one end without fear of its becom- 
ing loose. This tuft of absorbent cotton will carry enough 
solution for any application within the laryngeal or nasal 
cavities, and, owing to its smaller bulk, is preferable to either 
a sponge or brush. For applications to the nasal cavities 
smaller instruments are desirable, and the instruments 
shown in Figs. 26 and 27 are l)etter adapted for this 



Fig. 26.— Allen's probe. 



Fi<i. 27.— Allen's nasal applicator. 

purpose. Allen's probe consists of a conical piece of soft, 
malleable steel wire fitted into an aluminum handle. It is 
extremely light and delicate. When used as a probe, a few 
fibers of absorbent cotton are wrapped about its tip, in order 
to cover its sharp extremity. The tip of the instrument can 
be bent into the form of a hook to bring forward nasal polypi 
or ascertain their place of origin, the thickness of their pedi- 
cle, etc. The presence of exposed bone is readily detected by 
the spicules catching in the cotton fibers and imparting a 
characteristic resistance. It also may be used for the appli- 
cation of chromic acid and other caustics, which are either 
fused upon the tip of the probe, or the coarsely powdered par- 
ticles of the caustic may be entangled in a few fibers of moist 
cotton wrapped about the tip, and thus safely conveyed to the 
location within the nose where the cauterization is to be made. 
3. The Atomizer. — In most forms of throat and nasal disease 
sprays are extremely useful, not only to cleanse the parts and 
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ed EecretloiiB, but also as a means of spread- 
Ltious over a large suiikce. For laryngeal 
'., tioss' glass atomizing tubes are probably 
the l>est for the use of toxiu or expensive drugs, ua ibey throw 
an exceedingly liue spray either upward ur downward or 
straight forward. In tbese atomizers tbe fluid to be atomized 
is suvked up through oue tube by a current of air being 
tiirceiJ past its contrauted orifice from the otber tube. Tbe 
Burgess atomizer is, however, preferable for washiug oui tbe 
anterior nasal cavities, us it produces a continuous coarse 




spray when used with a rubber bulh. In it the air from the 
rubl>er liulb or reservoir enters the Ixrttle of the alomi/^r anil 
forces the fluid upwnril tbroufrb the tube until it reachi* the 
contracted orifice, where by friction it is broken up inio a 
spray. Being made with metal tulies, these abnnizem can- 
not, however, lie used for any fluid that would cornMle them. 
They are made in three different patterns: one to throw a 
spray straight forward, one upward, and one downwnrd. and 
are to !« preferred to the larger and more clniMf Wt\- 
rttbfaer jpBt rumentB with movable or TOtewA*niK»»\i\<t >;a*- 
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These instrumentB are made of heavy metal aod thick glass 
liottles, and will outlaet most of the cheaper atj^uizers. How- 
ever, for a patient's use, what is sold as the " Magic " atomizer. 
No. 2 (Fig. 29), is the preferable iustrumeat. It has a nasal 
tube much shorter than the Burgess atomizer, and hence is 
less liable to clog and is more readily kept cleaa. However, 
the incta) parts of the iuatrumeut are cemented to the glass 
Iwttle, which is made of somewhat thin glass. For fluids 
capable of corroding metal, the Magic hard-rubber atomizer 
is a desirable but somewhat fragile and expeasive iustru- 
meut The tubes are not thick and clumsy like meet hard' 




Fir. 29.~Mag1c 



rubber instruments, being scarcely thicker than those of 
a metal atomizer, m that they can be introduced into the nose 
or pharynx and permit the oi)erator readily to perceive what 
he is accomplishing. Each atomizer is provi<led with two 
interchangeable tips, one for throwing the spray straight for- 
ward and the other for throwing the spray in an upward or 
downward direction or to one or the other side by simply 
rotating it into the desire<l position. These atomizers are 
most admirable instruments, but are much more fragile than 
t!n)se made of metal, aa the hard-rubber tubes become brittle 
iiilpr a time and are readily broken. The cement by which 
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the bard rubber is attached to the glass also is a weak point 
in the atomizer, and sometimes breaks away from the glass. 
However, the short-nozzled metal aud hard-rubber Magic 




Fio. 30.— DeVilblsa atomizer. 

atomizers are probably the best the market now afforde for 
general use. 

The De Vilbiss atomizer f Fig. 30) is small and convenient 
for carrying in a haud-bag for use when visiting patients, and 
the "Century" atomizer (Fig. 31) is also useful for tbe same 
purpose, because, although large anil clumsy, both as regards 
hard-rubl)er tubes and bottle, it is supplied with several 
extra bottles with BcreW'^ape, bo that several safely can be 







parried in the hand-bag, and contain the various solutions 
that are likely to Iw required all ready for use as soon as the 
metal cap is removed and the hard-rubber cituaviieT \.vi»a *x* 
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screwed into place. This atomizer also is provided with an 
adjustable tip which can be adjusted in such a manner as to 
give either a fine or coarse spray. The idea of the inventor 
probably was to use the coarse spray for oil and the finer 
spray for watery solutions. However, it is a mistake to sup- 
pose that a different atomizer is necessary for the use of oils 
than that required for watery solutions, as the same atomizer 
may be used for either fluid, but an instrument yielding 
either a fine or coarse spray, as desired, is certainly an 
acquisition. This form of Century atomizer also is provided 
with a glass bottle, holding about two drams, which can be 
fitted inside the larger glass bottle and used for the atomizing 
of expensive or active drugs like cocain or adrenalin. 

This form of Century atomizer is a most ingenious and 
durable combination atomizer. However, if its tubes were as 
small as the hard-rubber Magic atomizer, it would permit the 
operator to better see the parts that he is spraying. If it 
were provided with a tip that could be so rotated as to throw 
a spray either upward or downward, it would be a useful 
improvement, and if the Iwttle were of the same shape and 
size as that of the Burgess or Magic atomizer it would be more 
conveniently grasped by the hand, and the instrument would 
appear less coarse and ungainly. 

The air-current necessary to produce the spray from atom- 
izers may be supplied either by a rubber hand-bulb or an 
air-compressing apparatus. A good form of rubber hand- 
bulb is shown in Fig. 28. The main requisites are that the 
rubber should be of good quality, and ite valves so constructed 
that they readily can he taken apart and inspected, so as to 
keep them in good order. 

In spraying the nose, pharynx, or larynx with a hand 
atomizer, the bottle of the instrument should be grasped 
between the thumb and first finger of the right hand with the 
rubber bulb in the hollow of the hand. The rubber bulb can 
then be pressed by the three remaining fingers with sufiScient 
force and rapidity to give a continuous spray. This method 
of employing the atomizer leaves the left hand free to elevate 
the tip of the nose or manipulate a tongue-depressor. In 
spraying the nasal cavities the tip of the nose should be 
elevated with the finger and thumb of the left hand, and the 
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end of the atomizer should rest against either the thumb or 
finger of the operator, and not the rim of the patient's nose. 
The use of this method will prevent the necessity of sterilizing 
the end of the atomizer tubes each time they are used upon 
a patient. 

Because secretions tend to gravitate toward the floor of the 
nose, especial attention should be directed toward the inferior 
meatus in washing out the interior of the nose. It is a good 
plan to tip the head of the patient slightly backward and 
"direct the spray from the atomizer somewhat downward ; that 
is, in a direction toward the lobe of the ear. Under such 
circumstances the nasal secretions that have accumulated on 
the floor of the nose are readily washed into the pharynx and 
are hawked down and expectorated. The stream of the 
atomizer can then be directed to any portion of the upper 
part of the nose which, on inspection, appears covered by 
semi-inspissated secretions. 

For washing out the postnasal space an atomizer throwing 
a spray straight forward through the nose is generally suffi- 
cient ; but in cases where partially dried and glue-like secre- 
tions are very adherent, the atomizer with a tip turned 
upward answers a useful purpose. The atomizer's tubes are 
introduced through the mouth behind the soft palate, and the 
patient's head is bent forward over a bowl. The spray from 
the atomizer should be very coarse and applied with con- 
siderable force. Under such circumstances a stream of fluid 
and mucus flows from the anterior nares into the bowl, or the 
masses of glue-like mucus adhering to the pharynx are dis- 
lodged by the coarse spray, and afterward hawked down and 
expectorated. 

However, such masses of mucus are more readily removed 
from the pharynx by means of solid streams of fluid than by 
the coarsest spray from an atomizer. Therefore the postnasal 
syringe (Fig. 41) or Freeman's catheter syringe (Fig. 67) for 
cleansing the nasopharynx generally are more useful instru- 
ments. The tip is introduced behind the palate, the patient 
then leans forward over a bowl. The streams or stream of 
fluid is thrown with sufficient force into the postnasal space to 
dislodge the masses of mucus from the pharynx, and ^«fifcv. 
them forward through the nose into the \>ov«\. 
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The interior of the nasnl cavities can be cleansed as 
thoroughly by iiieaiis of a hand atomizer as by means of an 
atomizer whose spray results from the 
use of the most expensive of air- 
compressing apparatus ; l)Ut the lat- 
ter are convenient, and where a 
large number of patients are to be 
treated, save the surgeon's hand the 
fatigue that would result from long- 
contiuued use of the hand atomizer.* 
There are a large variety of air- 
compressors for sale in the instru- 
ment stores, aud it is difficult to state 
whi<;h one is the most practical and 
useful. The Burgess air-compressor 
(Fig, 32) has the advantage over 
most of those with small air-reser- 
voirs, inasmuch as the air is not 
compressed by means of a hand- 
pump, but by means of a ft)Ot- 
pump ; and hence its use occasions 
less fatigue than when a hand air- 
pump is used. Fig. 3S shows a 
larger aud more powerful apparatus 
for compressing air into the receiver. 
However, the most satisfiietory apparatus for furnishing 
compresseil air is a water air-pump, such as is used by saloon- 
keepers for fiircing beer and ale from the barrels in the cellar 
into the faucets in the bar-room. The water-pump is attached 
to a water-pipe in such a manner that water may run through 
it and flow into the waste-pipe or sewer. It is automatic and 
continues in operation until the air-pressure in the receiver 
equals that of the water in the supply pipe. The Buck Eye 
:ind some other pumps furnish an air-pressure double that of 
the water in the supply pijies, but are pro|»ortionately slow in 
their action. The Champion and Little Wonder air-pumps 
are rapid and effective instruments for furnishing practically 
an unlimited supply of compressed air. However, the pump 
that has given the writer the most satisfaction is that shown 
in Fig. 34. It has no rubber or leather valves to become 
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for hot water as a part of the so-called " circulating boiler " 
apparatus for supplying hot water for domestic purposes. 
The water air-pump may l)e attached to the water pipes 
underneath the sink in the physician's office, and the air 
receiver placed down cellar, or l)oth pump and air receiver 
may be placed in the cellar should the plumbing permit oi 




FiQ. 34.— Simplex pump. 



such an arrangement. Whatever the ix)sition of the air 
receiver, a pii)e or tube should lead from it to a stopcock 
upon the wall, immediately at the side of or beneath the 
adjustable gas bracket (Fig. 6). Attached to the stopcock 
there should be a rubber tube three or four feet in length, termi- 
nating in an automatic cut-off (Fig. 35). When compressed 

air is used for other purposes than 
supplying an air-current for atomizers, 
tlie pipe from the air receiver should 
terminate in a bracket of stopcocks 
from which rubber tubes lead to the 
nebulizer, the aural masseur, etc. 
The automatic cut-off is an instru- 
ment by which compressed air is con- 
veniently supplied to an atomizer. 
The end of the instrument (a) is 
attached to the rubber tubing of the 
compressed-air apparatus, and the nozzle (h) of the instru- 
ment inserted into the hole in the nipple of the atomizer, from 
which the hand-bulb previously has been removed, and by 
pressing down the lever (c) a current of compressed air is 
forced through the atomizer in the same manner as if a 
rubber hand-bulb were used. The current of air ceases as 




Fig. li').— Davidson's auto 
matic cut-oflf. 
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Boon aa the lever (c) is relenswi. In using the autumiitic cut- 
off, the atomizer is hehl in the ri^ht haud ami the levor uf 
the auiomutic eut-iilf pre8f«(i downward hy the thumb. A 
most convenient ailjunL't to a hiryiigologist's otfiue is a sink. 
It should lie BUjiplied with hot and cold water, and have 
sufficient s))a«e between the faucets to accommodate a small 
sterilizer, beated by a Uuuseii burner. 




A awmgmg spittoon, such tie is used b> dentists, should 
Htta<.he<l to the «ink in such a mannar that it can l>e swung 
out of sight when not in use The arrangement of jnano- 
^ools. gas bracket with condenser coTii|irc89efl air apparatus, 
nebuliier sink etc are better e\plaine.l In Fig 3b than by 
a leuglhj description 
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the spray from an atomizer will not. These instruments, 
tlierefore, are most useful in the treatment of diaeases of the 
middle ear and the accessory cavities of the uoae and the 
smaller bronchial tubes. Probably the most useful nebulizer 
is the Globe uebulizer. This instrument is manufactured lu 
many styles, from the single nebulizer, for patients' use at 
home, t« more elaborat* instruments for office use, like that 
shown in Fig. 37, which consists of a number of nebulizers 
connected together in sueh a manner that one or more can be 
utilized at a time. The vapor trom each vaporizer when in 
use passes through the mixing liottle shown in the center of 
cut, and when two or more vaporizers are used at the 
same time their combined product is blended in the mixing 
bottle before being inhaled by the patient. A valve (/, Fig. 37) 
worked by the thumb or linger in the same manner as the auto- 
matic cut-off [lermits inflation of the middle ears and accessory 
nasal cavities, and by rapidly moving this valve, successive 
jets of vapor, as it were, may be thrown into these cavities, 
massaging the mucous membrane of the uccct^sory cavities and 
the in tratym panic structures. ^\'^hen 
used for this purpose, the nose-picfe 
of the instrument is inserted into the 
putietit's nose and he is told to pufl 
out his cheeks. Puffing out the cheeks 
B the sofl palate to rise, and shuts 
oif communication between the nose and 
nasopharynx with the rest of the res- 
piratory tract If now the valve 1 Iw 
pressed upon by the finger, the nebu- 
lized vapors enter the nose, its ac- 
cessory cavities, and the middle ears. 
By rapidly working the valve /, the 
prceaure of the vapor within these ca vi- 
al teniately increased and de- 
crense<l, and the mucous membrane rm. sj.^Hbj-cb' inhaler, 
maesaged. Excessive pressure within 

the middle ears can be prevented by the patient stopping 
his auditory canals with the liiiger-lips. 

.">. Inhalers are mostly empli>ved for the inhalation of the 
i.Tspon ^ a drug suspeuded in hot water. 'Wat einvi^VeiX, ^c>tc& 



I 




52 



ACCESSORY INSTRUMENTS. 



of this instrument is the bottle-inhaler, to be found for sale 
in most drug-stores. It consists, in its simplest form, of a 
wide-mouthed l)ottle, through the cork of which two glass 
tubes are thrust. One reaches nearly to the bottom of the 
bottle ; the other passes simply through the cork, and is bent 
at the upper extremity. The bottle is filled one-third full 
of a solution, and the patient, by inhaling through the bent 
glass tube, causes air to bubble through the fluid and become 
impregnated with the volatile substances in the fluid before 




Fi(i. WU— The resurvoir puwder-bh.wer. '1 l.e instrument is also made with 

curved tip. 




Fig. 40. — Powder-blower. 




Fig. 41.— Postnasal syringe. 

being drawn into the lungs. Mr. Hayes, a Philadelphia 
druggist, has devised a similar instrument of tin, which is 
very convenient when solutions have to be heated before 
being used (Fig. 38). 

6. The Powder-blower. — Remedies are often applied to the 
interior of the nose and larynx in the form of an impalpable 
powder. For this purpose the instruments shown in Figs. 39 
and 40 will be found useful. The reservoir insufiiator is also 
a very convenient instrument, which obviates the necessity of 
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loading the powder-blower each time that it is used. It has 
the disadvautage, however, of sometimes becoming tempo- 
rarily clogged, and at the next attempt to use it discharges a 
much larger quantity of powder than is required into the 
patient's air-passages. Sometimes a very large amount of 
powder will be unexpectedly thrown into a patient's larynx 
from this instrument, causing momentarily great distress and 
severe laryngeal spasm, which, however, quickly subsides if 
the patient is given a glass of water to drink and told to hold 
his breath for a moment Such accidents can, however, be 
avoided by care on the part of the operator. 

7. The Hoi-air Apparatus, — Hot air is occasionally benefi- 
cial in the treatment of diseases of the upper respiratory tract 




Fig. 42.— Van Sant's hot-air apparatus. 

and middle ear. It allays the swelling and irritation and 
decreases the blood-pressure. It is especially useful in acute 
inflammatory diseases of the accessory sinuses and middle 
ear, although the relief is often more transient than permanent. 
An effective method of application is the hot room of a 
Turkish bath. The modification of an apparatus used by 
dentists for drying tooth cavities, figured al)ove, is occasionally 
useful, as it y)erniits a continuous current of hot air to be 
thrown on inflamed tissue in any portion of the mouth, nose, 
or auditory canal. Sometimes it affords at least temporary 
relief from the pain and tinnitus of acute middle-ear catarrh. 
The apparatus consists of a cylinder of brass in which is en- 
closed a piece of gas carbon, and so conalTUcXfc^ \)a».\. \\. ^^a 



54 EXAMINATION OF PATIENTS, 

into a handle. The cylinder is heated over a Bunsen burner 
and the automatic cut-off attached to the handle. Air passing 
through the apparatus from the cut-off is heated as it passes 
around the gas carbon, and may be conveyed to the desired 
locality of the patient's nose, throat, or ear by means of one 
of a set of detachable end-pieces. 



EXAMINATION OF PATIENTS. 

What is the best method of examination to be adopted for 
patients ? 

First listen passively to the patient's story of his illness ; 
asking judicious, but not leading questions, so as to elicit the 
facts of the case, such as the influence of his employment 
upon his health, or any inherited tendency that he may have 
toward disease of the nose and throat or chest. Examine the 
tongue, as to whether coated or clean, pale, or flabby, or of a 
natural color and resistance ; look for ulcerations or mucous 
patches upon the tongue or the inside of the mouth ; and also 
notice the shape and condition of the teeth. Having de- 
pressed the tongue, observe the palate and uvula, the anterior 
pillars and tonsils, the posterior pillars and posterior pharyn- 
geal wall. Notice any change from the natural color, shape, 
or mobility of the parts, the presence or absence of foreign 
bodies or hardened secretions. The nose should next be ex- 
amined by anterior and posterior rhinoscopy, and, finally, the 
laryngeal mirror should be introduced. In these examina- 
tions, notice the condition of the parts in the following order, 
viz.: (1) color and condition of the mucous membrane ; (2) 
size and shape of the part examined ; (3) loss of substance by 
ulcers, etc.; (4) presence of foreign bodies, neoplasms, or accu- 
mulated secretions ; (5) mobility of the parts and functional 
disturbances. During the examination touch any suspicious 
swelling with the probe, so as to ascertain its mobility, and 
whether it is composed of bone, cartilage, or softer structures. 
As the examination progresses, the result should be jotted 
down in the "case-book," and any deviation from the normal 
in size or shape, or the presence of neoplasms or foreign 
h/^/li^a sketched upon the margin of the page. 
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PHYSIOLOGY AND PATHOLOGY OF MUCOUS MEM- 
BRANES AND •♦CATCHING COLD." 

What axe the physiologic functions of the nose ? 

The termiDal nerve-fibers from the olfactory bulbs are dis- 
tributed in the mucous membrane covering the superior tur- 
binated bodies, the upper part of the septum, and the anterior 
and upper portions of the middle turbinated bodies. The 
mucous membrane of this olfactory portion of the nose is of 
a peculiar yellow hue, has no mobile cilia, and is less richly 
supplied with blood-vessels than that of the inferior and 
middle meati or respiratory portion of the nose. During 
respiration the bulk of the air passes along the septum alwve 
the inferior turbinated body, describing a semicircle in its 
course, and extending upward nearly to the roof of the nose. 
Abnormal dryness of the nasal mucous membrane, or nasal 
obstructions of a kind to interfere with the free access of air 
to the olfactory portion of the nose, interfere greatly with the 
acuteness of the sense of smell. 

The nose also serves as an additional resonant cavity during 
vocalization, so that obstruction of the nasal chambers inva- 
riably produces a peculiar nasal intonation during speech. 
PerhajDS the most important function of the nose is to warm, 
moisten, and free from dust the inspired air. In health the 
nose secretes about one pint of serum in twenty-four hours, 
mostly by a process of exosmosis from the numerous blood- 
vessels of the mucous membrane and erectile tissue ; this 
serum, mingled with the secretions of the mucous glands, dis- 
ap|)ears, when the parts are in a healthy condition, without the 
individual being made aware of its presence. The more 
watery portion saturates the inspired air with moisture ; and, 
of the residue, part is re-absorbed and part swallowed, while 
the moist condition of the mucous membrane serves to catch 
and retain particles of dust floating in the inspired air. 

What three forms of inflammation are most common in 
mncons memhranes? 

Acute and chronic catarrhal inflammation ; croupous in- 
flammation ; diphtheritic inflammation. 
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Describe these three forms of inflammation. 

In acute catarrhal inflammation an increased blood-supply 
stimulates the epithelial layer of the mucous membrane to 
increased activity ; new cells are rapidly formed and cast off, 
while the glands pour out their secretion in excessive quanti- 
ties and an abundant liquor sanguinis transudes the vessels, 
the mucous membrane at the same time appearing red and 
swollen. Chronic catarrhal inflammation differs from acute 
catarrhal inflammation in that the subepithelial layer of the 
mucous membrane is more involved. Connective tissue is 
develo|3ed by a slow process of proliferation. Usually the 
mucous membrane is thickened and hypertrophied ; but, in 
some instances, the new tissue may be so placed as to press 
upon the glands and follicles, giving rise to atrophy and the 
so-called atrophic or "dry catarrh." Also in catarrhal in- 
flammation of tlie mucous membrane there sometimes occurs 
increased activity in the lymphoid cells, finally producing 
hypertrophy of tlie tonsils or other adenoid structures. Ac- 
tivity of morbid processes, confined largely to epithelial and 
lymphoid structures, belongs essentially to the younger period 
of life ; while morbid activity in the connective-tissue struct- 
ures belongs essentially to later life, rendering it much more 
diflScult to bring about a cure in the catarrh of an adult than 
in that of a child. 

Croupous inflammation is of a higher grade than catarrhal ; 
fori while it commences in the same manner, with increased 
blood-supply, rapid cell-growth and proliferation, increased 
secretion, and a throwing off of immature cells, leukocytes, 
and liquor sanguinis, it differs from it in the fact that the 
exudate contains a large amount of fibrin and albumin, which 
coagulate upon the surface of the mucous membrane, form- 
ing a false membrane. This false membrane is at times so 
soft and almost granular in character as to be easily removed 
with a soft brush. At other times it is tougher and diflScult 
of removal ; but, in either case, when removed, the mucous 
membrane is left intact or only deprived of some superficial 
epithelial cells. Diphtheritic inflammation is also character- 
ized by the formation of a false membrane, but its pseudo- 
membrane permeates the mucous membrane so densely that 
it can only be removed by bringing away with it the entire 
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thickness of the mucous membrane to which it is attached, 
thus leaving the parts below completely denuded. A diph- 
theritic pseudomembrane is of a dark grayish color, resem- 
bling somewhat an ordinary slough of the mucous membrane, 
in contradistinction from a croupous membrane, which is of a 
bluish-pearl color, with no appearance as of sloughing of the 
parts. 

What changes take place in the secretions of the upper respi- 
ratory passages as the result of catarrhal inflamma- 
tion? 

The secretions are either increased or decreased in quantity, 
so as to either flood the parts or leave them unnaturally dry. 
It should be borne in mind that the normal secretion of the 
nasal mucous membrane is over sixteen ounces of clear watery 
mucus in twenty-four hours, a part of which in health passes 
unnoticed through the nasopharynx down into the esophagus 
and stomach. Only when by obstruction or irritation, due to 
any cause whatever, this easy outflow and abundant secretion 
is interfered with, do we perceive a thickening and an accu- 
mulation of the secretion of the mucous membrane, which is 
designated as phlegm, and is composed largely of epithelial 
cells in a state of fatty degeneration, mucous corpuscles, and 
the impurities filtered out from the inspired air. When 
mixed with pus or blood, the secretions become yellow, green, 
or brown in color ; and if retained upon the mucous mem- 
brane for a sufficient length of time the secretions become 
offensive as the result of putrefactive changes. 

What is the modus operandi of " catching cold " ? 

"Catching cold" is the result of a transient influence upon 
the vasomotor system of nerves, producing an uneven distri- 
bution of blood in the capillaries, especially manifesting itself 
as a congestion of the mucous membrane of the upper respi- 
ratory tract, followed in most instances by inflammation, 
swelling, and either diminished or excessive perverted secre- 
tion. It is probable that the phenomenon of " catching cold " 
is largely of a reflex nature, in which the peripheral sensory 
nerve fibrillse of the skin and extremities perceive the «Jw&\?c^q,- 
tion of heat as a shock, and being afferent \i\ lVve\T eow^^xxeXAN*- 
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function, convey the impression to their respective ganglia, 
whence it is reflected by means of the efferent vasomotor 
fasciculi to the vessels, causing their dilatation and conges- 
tion, and, finally, inflammation of the structures containing 
them. This theory not only explains the ordinary phenom- 
ena of a " cold in the head," but also the pain of neuralgia 
and rheumatism suddenly produced by "catching cold." 
Dilatation of the vasonervorum, resulting perhaps in the 
effusion of serum, produces pressure upon a nerve within its 
sheath and consequent pain in the muscle or skin contain- 
ing it. 

Why is it that a chilling of the surface of the body will pro- 
duce an inflammation of the mucous membrane of the 
upper respiratory tract? 

The reason why the mucous membrane of the upper air- 
passages is the most frequent seat of an inflammation due to 
cold or a chilling of the surface of the body is that the sudden 
change of temperature produces, in the first place, an effect 
upon the sensory nerve-fibers in the skin, which impression is 
communicated to the vasomotor centers, and consequently 
results secondarily in a contraction of the blood-vessels of 
that portion of the skin which has been affected. As there 
is a certain amount of blood in the vascular system at a given 
time, a sudden contraction of any portion of that system must, 
according to the law of hydrostatics, cause a corresponding 
dilatation at some other portion, which is that portion which 
is least able to resist the pressure. Inasmuch as our variable 
climate, the iin})urities of the atmosphere, and our artificial 
way of living have a tendency to weaken the capillaries of 
the upper air-passages from early childhood, that portion of 
the human economy is therefore the region most liable to 
suffer from this unequal distribution of blood. There results 
first engorgement of the parts with increased secretion, and, 
finally, inflammation. 

DISEASES OF THE NOSE. 

Name the chief diseases of the nasal cavities. 

Acute rhinitis or coryza, simple chronic rhinitis, hyper- 
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trophic rhinitis, atrophic rhinitis, syphilitic rhinitis, vasomotor 
coryza or hay-fever ; the various neoplasms — myxoma, fibro- 
ma, papilloma, cyst, ecchondroma, exostosis, sarcoma, and 
carcinoma ; diseases of the septum — deviation of the septum, 
hematoma, abscess, and submucous infiltration of the septum ; 
epistaxis, rhinolith, and foreign bodies in the nose. 

What is the effect of disease of the nasal passages on other 
parts of the body ? 

The disease may extend to the pharynx, ear, or larynx by 
continuity of structure, or affect the other respiratory organs 
by abeyance of the functions of warming, moistening, and 
filtering the inspired air, so that it enters the pharynx cold, 
dry, and dust-laden, thus producing disease of the pharynx, 
larynx, and even of the parts below them. Chronic laryngitis 
frequently results from this cause ; and while it is not easy to 
prove that pneumonic phthisis is directly the result of atrophic 
rhinitis, yet it is diflScult not to suspect some such relationship 
between the two diseases in the same individual. As the 
result of nasal disease there are often induced certain reflex 
phenomena, viz., nasal cough, nasal asthma, nasal vertigo, 
nasal epilepsy, nasal chorea, hay-fever, pareses of the palate 
and larynx, neuralgia and headache, reflex skin rashes, affec- 
tions of the eye, both inflammatory and muscular, and diseases 
of the ear. 

The term "reflex" is, doubtless, often misapplied, yet it 
haa a definite significance, and the reflexes which originate in 
nasal or nasopharyngeal irritation and terminate in cough, 
laryngeal spasm, or asthma, follow much the same pathway 
as the reflex known as sneezing. The nasal branches of the 
ophthalmic division of the fifth nerve and the nasal branches 
of the anterior palatine descending from MeckeFs ganglion, 
which is in connection with the superior maxillary division of 
the fifth nerve, conduct the sensory impressions to the medulla. 
It is there reflected to the respiratory, pneumogastric, and 
other centers, whence the deep inspiration, the forced expira- 
tion, and the coincident spasm of the pharyngeal and laryn- 
geal muscles, termed a sneeze. 

This mechanism, of course, varies somewhat with. tVvfc 
(lifTerent reflex acts, and in the group coTia\Alv\\je4 \v^ t^^^^ 
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pareses considerable complexity may enter by implication of 
the vasomotors through the superior cervical sympathetic 
ganglion. 

ACUTE RHINITIS. 

What is acute rhinitis? 

Acute rhinitis is an acute catarrhal inflammation of the 
nasal mucous membrane. 

What other names is it known by? 

Coryza ; cold in the head ; acute nasal catarrh ; and in chil- 
dren, the snuffles. 

What is its etiology ? 

It is generally the result of exposure to cold and wet when 
the body is overheated. It may, however, be produced by 
breathing hot dry air or inhaling irritating vapors and dust, 
errors of diet, or come on apparently as the result of a vene- 
real debauch. Scrofula, syphilis, rheumatism, dyspepsia, or 
a debilitated state of the system renders an individual more 
liable to attack. 

What is its pathology ? 

At first the mucous membrane, though swollen and con- 
gested, is dry. As the disease progresses, there is an abun- 
dant serous discharge, which becomes more and more charged 
with broken-down epithelial cells, lymph-corpuscles, pus- 
globules, etc., until the discharge assumes the character of a 
thick, tenacious mucus or mucopus. The deeper lying tissues 
also participate in the process. The erectile tissue becomes 
gorged with blood, erected and swollen, in some instances 
completely occluding the nares. 

What are its symptoms? 

The onset may be simply an attack of sneezing, followed 
by increased an(l thickened discharges. In other cases the 
attack begins with chilly sensations and a general feeling of 
illness. There is a sensation of fullness and pain about the 
nose and forehead. The face may be flushed, the eyes 
suffused, and more or less fever be present. Sensations, 
almost suffocating in their character, may be present from 
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occlusion of the nares, and the discharges be so irritating as 
to scald the skin of the alae and upper lip. A cqjd in the 
head lasts from two or three days to as many weeks. It 
generally ends in complete resolution, but frequently repeated 
is a common source of chronic nasal catarrh. 

What is the treatment of acute rhinitis ? 

A cold in the head can often be aborted at its commence- 
ment by a hot bath and a bowl of hot lemonade at bedtime, 
followed in the morning by a saline purge and the wearing of 
extra warm clothing. The turgescence of the nasal mucous 
membranes and discharges can always be abated by the appli- 
cation of a 4 per cent, solution of cocain. This effect of 
the cocain can be kept up for several hours by spraying the 
interior of the nose with a 4 per cent, solution of an ti pyrin 
immediately after the application of the cocain solution. If 
repeated every three or four hours, this treatment gives great 
and immediate comfort to the patient and cuts short the course 
of the disease, while a soothing snuff (Formula 24) used by 
the patient in the intervals between the applications adds 
much to the efficiency of the treatment. In severe cases the 
patient had better remain in bed, and the presence of fever 
requires the administration of aconite in small doses at 
frequent intervals. 

SIMPLE CHRONIC RHINITIS. 

What is simple chronic rhinitis? 

Simple chronic rhinitis is a catarrhal inflammation of the 
nasal mucous membrane, exhibiting but a slight tendency to 
spontaneous recovery. 

What other names is it known hy ? 

Chronic catarrh ; subacute rhinitis ; chronic cold ; chronic 
coryza ; rhinorrhea. 

What is its etiology ? 

It is generally the result of uncured acute rhinitis, or 
frequent attacks of coryza. 

What is its pathology? 

The mucous membrane of the nose presents prec\sfcV3 VW 
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appearance seen in acute rhinitis, only it is less swollen and 
less red in color. The discharge is either watery, if the 
upper parts of the nose, especially the mucous membrane of 
the middle tubinated bodies, are the parts most affected ; or it 
approaches in character mucopus, if the disease is mostly 
located in the lower parts of the nose. 

What are its symptoms? 

The symptoms are precisely those of acute rhinitis, only 
less pronounced. There is a feeling of fulness about the nose, 
a continual discharge, and the sufferer is continually " catch- 
ing cold," when, of course, all his symptoms are increased in 
severity. 

What is its treatment? 

Ordinarily the tone of the system is below par and a tonic 
is indicated. In such cases. Formula 31 answers a most 
useful purpose as a tonic ; while, if the bowels are sluggish, 
it is advisable to direct the occasional use of a saline cathartic. 
Cleanliness of the mucous membrane is of primary import- 
ance, and may be secured by the patient using at home, twice 
a day, a bland alkaline antiseptic wash (Formula 1 or 2). 

In using a nose-wash the patient should bend forward, and, 
closing one nostril with a finger of one hand, sniff up the 
solution from the hollow of the other hand, at the same time 
raising the head, so that the wash will gravitate into the 
pharynx and mouth, whence it may be expectorated, the 
process being repeated through the other nostril. Used in 
this manner, a much more thorough cleaning of the Schneid- 
erian membrane may be accomplished by the solid stream of 
fluid drawn up through the nostril than if the spray of a 
hand-atomizer were employed. The patient may also effect- 
ually cleanse his nares by means of the nasal douchey but its 
use is sometimes suddenly followed by deafness, and it is, to 
say the least, a dangerous instrument. The frequent applica- 
tion of an alterative to the nasal mucous membrane also does 
good, and Formula 10 may be used for this purpose. The 
result of the application of this formula varies according to 
the amount of the solution used. When the nose is extremely 
sensitive, only a small amount of cotton should be wrapped 
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about the applicator, so as to form a brush capable of absorb- 
ing but a small amount of the solution, which should be care- 
fully applied to those portions of the nasal mucous membrane 
where the inflammation seems greatest ; the cotton brush 
should also be passed along the floor of the nose and the 
application painted upon the pharyngeal mucous membrane. 
Atler the application of the iodin solution, the use of some 
protective upon the nasal mucous membrane is advisable. 
This indication may be secured by means of a spray of fluid 
cosmolin or albolin, applied until the mucous membrane of 
the nose and nasopharynx is thoroughly coated with it. The 
cosmolin serves the purpose also of "spreading" the applica- 
tion previously made, which, to all intents and purposes 
becomes, after the use of the cosmolin, an ointment thoroughly 
coating the Schneiderian membrane. 

A case of simple chronic rhinitis is then perhaps best treated 
in the following manner : The patient is ordered a tonic, in- 
structed to w^ash out his nose night and morning with either 
Formula 1 or 2, and to present himself at the physician's 
office at least twice a w^eek, but better every other day, for 
treatment. After first cleansing the nose with a spray from 
an atomizer filled with either alkaline solution, the physician 
should make an application of the iodin solution, and follow 
it with a spray of fluid cosmolin or albolin. 

What is its prognosis ? 

Untreated, chronic rhinitis may continue indefinitely, and 
finally result in hypertrophic rhinitis, the pharynx also 
gradually becoming affected. Treated in the manner described 
above, a cure is frequently brought about in from three to 
six weeks. 

PURULENT RHINITIS. 

What is purnlent rhinitis ? 

Purulent rhinitis is an inflammation of the Schneiderian 
membrane in which the discharge from the beginning is puru- 
lent in character. 

What is its etiology ? 

It probably always results from specific infection. It t«k^ 
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occur during the course of one of the exanthemata, diph- 
theria, etc. 

What is its pathology? 

The bacteria characteristic of the infection are found in 
the discliarges or in the mucous membrane. Pseudomembrane 
occurs from tlie presence of tlie Klebs-Loffler bacilli and other 
bacteria. Primary nasal diphtheria without systemic involve- 
ment, or at least systemic symptoms sufficiently severe to con- 
fine tlie patient to bed, is not a very uncommon disease. 
Under such circumstances the most noticeable symptom is 
complete occlusion of the nares by the swollen mucous mem- 
brane and })seu(lonieinbrane, a culture from which yields the 
characteristic bacillus of diphtheria. When the bacteria of 
purulent rhinitis are sufficiently virulent to cause actual de- 
struction of tissue, deep u lexers occur, with final formation of 
scar-tissue. The dist'ase is most common in childhood, and is 
probably the most common cause of atrophic rhinitis in after 
life. 

What are the symptoms? 

The disease is most common in children, and is character- 
ized by a fetid, thin, purulent discharge, sometimes streaked 
with blood, which often excoriates the lip and ala) of the nose. 
The nasal mucous membrane is red, swollen, and ulcerated, 
and may or may not be })artly covered by a pseudomembrane. 
The (character of the bacteria found in the discharges varies 
greatly. Some cases ocjcurring in young infants appear to be 
due to gonorrheal infection from the vagina during birth. 

What is the treatment ? 

The nasal mucous membrane should be cleansed at least 
twice a day with an alkaline S})ray, and then covered with 
fluid petrolatum or albolin. Aristol or finely-powdered 
calomel should be used with a powder-blower two or three 
times a week, care being taken that none of the powder is 
blown through the nose into the pharynx, or constitutional 
effects will result. 

In s(;rofulous children hygienic measures are often as im- 
portant as local treatment. Cod-liver oil and syrup of the 
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iodid of iron will be required in many instances. In primary 
nasal diphtheria, with pseudomembranes, these should be 
removed with forceps and peroxid of hydrogen, and the 
underlying mucous membrane painted with a 60 grain solu- 
tion of nitrate of silver. The nasal mucous membrane 
should then be sprayed with mentl^pl-camphor albolin, For- 
mula 7, and the parts covered with calomel or some other 
reliable antiseptic powder. In many cases of pseudomem- 
branous rhinitis, where the Klebs-Loffler bacillus is present, 
there is an entire absence of constitutional symptoms, and it 
often requires some persuasion to induce the parents to keep 
the child away from school. However, quarantine, at least to 
the extent of avoiding contact with other children, should be 
insisted upon. If the child is treated as an office or dis- 
pensary patient efficient precautions should be observed to 
avoid the spread of the infection. At home the nasal mucous 
membrane should be sprayed every two to four hours with 3 
per cent, peroxid of hydrogen, and then with menthol-cam- 
phor albolin. 

HYPERTROPHIC RHINITIS. 

What is hypertrophic rhinitis ? 

Hypertrophic rhinitis is a chronic inflammation and hyper- 
trophy of the nasal mucous membrane and submucous tissues, 
with permanent dilatation of the blood-vessels. 

What other names is it known by? 

Obstructive rhinitis ; hypertrophic nasal catarrh. 

What is its etiology? 

It is invariably the result of long-continued simple chronic 
rhinitis or frequent attacks of coryza. 

What is its pathology ? 

While in long-continued simple chronic rhinitis there is 
already some thickening of the epithelial layer of the mucous 
membrane, yet the disease only becomes hypertrophic rhinitis 
when the thickening involves the other elements of the mucous 
membrane and the submucous structures. As the result of 
frequent attacks of inflammation, infiltratioii occMre», ^\c\s^ 

6 
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finally becomes organized, so that the thickened turbinated 
tissues cannot collapse as when normal, and remain perma- 
nently distended with blood. This thickening is most notice- 
able at the anterior and posterior parts of the middle tur- 
binated bodies, where it is called an anterior or posterior 
hypertrophy. As the ^ result of increased blood-supply, 
ecchoudroses and exostoses frequently occur upon the septum 
opposite the pendulous portion of the inferior turbinated 
bodies, thus increasing the nasal obstruction. Often a "bank" 
or "ridge" of cartilage and bone will extend nearly the 
whole. length of the septum from the anterior to the pos- 
terior nares. 

What are its symptoms? 

The most prominent symptoms are those of nasal obstruc- 
tion, want of proper drainage from the nasal cavities, and thin 
secretions. When the obstruction is great and constant, the 
patient becomes a " mouth-breather." The inspired air, under 
such circumstances, not being properly warmed, moistened, 
and freed from dust, in its passage through the mouth, causes 
dry lips, a coated tongue, follicular pharyngitis, and some- 
times chronic laryngitis. When the nasal occlusion is com- 
plete, the face assumes a stupid expression on account of the 
constantly open mouth. Should the habit of mouth-breathing 
be acquired in early childhood and continued for some years, 
even the shape of the bones of the face is altered and the habit 
of mouth-breathing retained long after the nasal obstruction 
has disappeared. In most cases of hypertrophic rhinitis any po- 
sition favoring the gravitation of blood into the hypertrophied 
parts is sufficient to cause their distention ; hence, when the 
patient is in bed, first one nostril and then the other will 
become occluded, according to which side of the body is lain 
upon. This is especially true when large posterior hyper- 
trophies are present. Obstruction and suppuration of the 
nasal duct not unfrequently occurs, the pus flow^ing backward 
into the eye when pressure is made in the region of the inner 
canthus. An anterior hypertrophy of the middle turbin- 
ated body pressing on the septal nerve, which is a branch of 
the ophthalmic, frequently causes reflex eye-symptoms, such 
as chronic conjunctivitis, slight paresis of accommodation, and 



TREATMEST. 



67 



[table retina. The olfactory slit may become closed from 
hypertrophy of the raiiliile turbinateti body, an<i thus interfere 
with the sense of smell and also that of taste to a correspond- 
ing degree. Hearing may l)e gravely coraproniiaed from the 
pressure of hypertrophies upon the Eustachian tubes, the dam- 
miug up of their secretions, or the extension of the disense 
to their liniug mucous membrane. Headaches are often com- 
plained of, and a teeling of pressure or even of pain at the 
root of the nose, aa the result of occlusion of the infundibulum 
or even the extension of the disease into the frontal sinus. 
The drainage from the nose being interfered with, collections 
of mucus undergo fermeutalion upon the floor of the nose, 
thus increasing the iuilammation and obstruction. 

What is its treatment? 

Each case should he treated as one of simple chronic 
rhinitis, until the inflammation of the Schneiderian mem- 
brane has disappeared, when operations should he undertaken 
for the removal of any tissue causiug obstruclion. 




I 



pWhat operative procedures may be undertaken for the 
removal of anterior hypertrophies? (Ficr. 43) 
If hirge. the openilion with .liirvis' neeilles and bub,t« 
|[Fi{,'a. 44 and 45j will he found most aatlaiactory. 5B.W\i 
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snare consists of a small cannula, about seven inches long, 
made of steel. About four inches from the lower end is a 
cross-bar, and the portion between this and the end is threaded 
and carries a screw-nut, which, by being turned, travels up 
or down. A portion of the circumference of this threaded 
part of the cannula is filed flat throughout its entire length, 
and over it, behind the nut, slides a tube, which is fitted to the 
flattened screw so as to prevent its turning around, and 
carries on its lower end two retaining pins and a screw-cap, 
by means of which the ends of a wire loop are fastened. 
Thus it will be seen that by turning the nut the tube will be 
pushed downward, and the wire loop projecting from the dis- 
tal end of the cannula thereby made smaller, until it is finally 
drawn within the cannula. The base of the hypertrophy 
should be transfixed with a needle, and the wire loop of the 





Fig. 44.— Jarvis' transfixing needles. 

snare so placed that it surrounds the base of the hypertrophy 
beneath the needle. The loop being drawn tight, the milled 
nut of the instrument is turned slowly, until the wire loop has 
cut through the tissues. If the operation is done slowly, little 
or no hemorrhage results. Anterior hypertrophies of the mid- 
dle turbinated body may be removed in the same manner, 
without, however, the use of a needle. Small anterior hyper- 
trophies can be removed very satisfactorily by simply cutting 
through them with a sliarp knife to the bone. This method 
is of advantage in children, where, as the result of eczema of 
the lip and alje, and great inflammatory swelling of the skin 
and mucous membrane, it is diflficult to do any other opera- 
tion. If cocain be used, the cutting causes no pain, and may 
be repeated as often as the cut heals, until the eczema and 
hypertrophy have disappeared, which often occurs within a 
few weeks. 
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Anterior hypertrophies may also be destroyed by means of 
chemical caustics. These applications are, however, so un- 
satisfactory, in comparison with other measures at our dis- 
posal, that it is best not to employ them 
unless nothing better is obtainable at the 
time of the operation. 

Perhaps the best method of removing 
anterior hypertrophies is by means of 
the galvanocautery. A pledget of ab- 
sorbent cotton, saturated with a 4 per 
cent, solution of cocain, is introduced 
into the inferior meatus and allowed to 
remain in contact with the hypertrophy 
until it has shrunken as much as pos- 
sible, and the parts are thoroughly an- 
esthetized. A conical metal speculum 
is introduced after the removal of the 
cotton, and the hypertrophy exposed. 
After the platinum wire of the cautery- 
knife is at a dull-red heat, it is placed 
upon the thickest part of the hypertro- 
phy, and by means of gentle to-and-fro 
movements is made to cut through to 
the bone, when it is carefully with- 
drawn, so as not to detach the eschar 
which it has formed. The operator 
should be careful to cut down to the 
periosteum before withdrawing his cau- 
tery-knife, or the results of the opera- 
tion will be far from satisfactory ; for, 
although a superficial burn either with 
the galvanocautery or chronic acid heals 
very quickly and gives a certain amount 
of relief for a short time, vet the results 
are by no means as permanent as when 
the cautery-knife is made to penetrate 
the tissues until the increased resistance 
indicates to the operator that the periosteum has been reached. 
The edge of the cauterj^-knife, and not its flat surface, should be 
applied to the hypertrophy, because the object is not to deattcrj 
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the nasal mucous membrane, but to produce a firm and per- 
manent eschar that shall anchor the mucous membrane to the 
Iwne beneath, and prevent the turbinated tissues from swelling 
with each *' cold " to an extent sufficient to occlude the nasal 
chambers. The less mucous membrane destroyed the better. 
No after-treatment is required l)eyond keeping the wound as 
dry as |)ossible, and endeavoring to avoid detaching the 
eschar before the healing process has been completed beneath 
it. Should, however, the eschar become detached, an anti- 
septic and astringent jwwder may be applied with advantage 
to the wound to form an artificial scab. The day following 
the ()|)erati()n tliere may be some inflammatory reaction, and 
the nostril occlude by swelling of the wounded hypertrophy, the 
patient feeling as if he had caught cold in that nostril ; but 
this (juickly subsides if all catarrhal inflammation has been re- 
moved before the operation is undertaken. 

In what manner may the operation be done by means of 
chemical caustics? 

Chromic acid is more frequently employed than any other 
chemical caustic in the treatment of anterior hypertrophies. It 
should he used in the following manner : The end of a silver 
or aluminum probe of a suitable size is heated and plunged 
into a bottle containing crystals of chromic acid, some of 
which will adhere to the probe and be withdrawn with it from 
the bottle. A further application of heat will fuse these 
crystals upon the probe, which is now ready for use. The 
probe may also be prepared for use as a cautery by wrapping 
a few fibers of absorbent cotton about its end and rubbing 
into it moist powdered crystals of chromic acid until the 
cotton is saturated with the paste. 

The parts having been cocainized, the end of the probe 
covered with chromic acid is pressed firmly into the hyper- 
trophy and pushed backward and forward over the line to be 
cauterized, and finally withdrawn. Aft^r the lapse of a few 
moments the nasal chamber is thoroughly washed with the 
spray from an atomizer containing an alkaline solution, care 
being taken that none of the resulting chromic salt reaches 
the pharynx and is swallowed, as it is poisonous. 

Chromic acid is more uncertain in its action than the gal- 
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vanocautery-kuife. It is difficult to estiomte the depth to 
which the cauterizatioE will extend ; aud even though the 
muixius meiiil>rane is dried with alisorl)eiit cottoo before its 
use, the acid is apt to spread over its surface and produce a 
somewhat fiuperticial destruction of the mucous niembraue by 
no means desirable. K the acid is allowed to reach the sep- 
tum, large perforations aometinies occur. The cheapness of 
chemical causticB is iheir advantage iu comparison with the 
use of the galvanocauterj-kiiifa , 

What kind of a, battery may be used in this operation ? 

Any galvanocautery batl«ry that is capable of heating the 
platinum wire of the cautery-knife to a cherry-red heat will 
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ra good storage-battery is cheaper and cleaner 
and leas liable to get out of order than any primary cautery 
Iwttery. Portable storage-batteries can he obtained and may 
be charged from the wires of an electric light company, or 
' from four or five cells of tlie ordinary sulphate-of-copper bat- 
tery u«h1 in telegraphy. For office nse, one cell of a Flem- 
' ; portable Btorage-battery aud four Watson eulphate-ot^ 
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cii|i|)er cells to charge it with electricity will be found an 
effinent ami cleanly outfit (Fig. 46). However, such an 
outfit will hardly l)e aufficient for all purpoeee. Each cell 
of a Hlorage' battery supplies 2^ voltij of tensiiin, the quantity 
of elertricity furnished l>eing exprta*e<l iu anipi-re houis. 
cell furnishing fifty ampere hours will supply fifty amp^rwfl 
for one hour or one ampere for titty hours. Other things^ 
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being equal the number of ampSro hours dei»ends upon the 
Bize of the cell but Ihe \ ilta^re m preesure of the current 
depen 1b solely upon the uuniber ot cells, each cell supplying 
only 2-A. \olte regarlless jt ita size 

Most of the miniature lani]* made for purposes of trane- 
.Ihiniination in the diagnosis of diseases of the accessory sin- 
iitwB rwiiiire a pressure ol tliree \ >ltB for a 1-candle lamp 
ftud four to SIX volta for lamps ot 2- and 3-candle power. 
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Tlie latter are the most useful for puri>OM« of traimilluniiua- 
tioQ. For purposea of traiisiilumbatiou it is necessary, there- 
fore, to provide a storage-battery of at least two cells, like 
that shown ia Fig. 46. 

For running an electric motor one large cell will suffice. 
However, the motor shown iu Fig. 52 requires five volts of 
electric pressure, and heuce three storage-cells. These cells 
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used to secure a curreut suitable for the galvanocautery, snare, 
miniature lamps, and electric motor. Apparatus alao may be 
purchased for oblainitig trom the conipauiea' wires both a 
suitable galvanic and faradic curreut for mediciual purposes. 
The converter shown in Fig. 47 is somewhat extensively used. 

How may posterior hypertrophies he removed? (Fig. 50.) 

\ liir\ are -doull le threalei with a rather thick 

J. ete ot iiuportel steel p ino wire (No. 5 or 6), so lliat the 




Miile lurbinatail body. 

Wire will have sufficient res stance not to heud away from the 
base of the hjpertrophv after it has engaged the growth. 
The loop of wire shoul 1 1 e lient to one side before being 
introduced uto the nostril 8} tl at st n ay the more readily be 
passed around the h> pertrophj and remain iu position when 
the loop 18 tightened Being made as small as possible with- 
out distorting It bv pull ng dowr the sliding tube upon the 
handle ot the instrument the loop is carefully introduced 
along the floor of the nose until the posterior wall of the 
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pharynx is reached, when the loop is again enlarged by push- 
ing upward the sliding tube, and the instrument at the same 
time is slowly withdrawn as its handle is carried toward the 
septum. By this means the wire is made to surround the 
hypertrophy, and a resistance is finally felt as the instrument 
is withdrawn, caused by the bight of the loop coming in con- 
tact with the base of the hypertrophy. The wire loop is now 
quickly tightened around the hypertrophy by pushing for- 
ward the instrument within the sliding tube, and the milled 
nut is quickly screwed downward into place. Tw^o or three 
additional turns are given to the milled nut to be certain that 
the wire is tight about the base of the growth and that the 
instrument is held firmly in place without danger of slipping, 
when the patient may be allowed to rest. The sudden tight- 
ening of the wire loop occasions the patient some pain, which, 
however, soon subsides, when the loop may be still further 
tightened by turning the milled nut until the patient begins 
to again experience pain. In this way, proceeding slowly 
and carefully, the hypertrophy is finally squeezed off from its 
attachment, and is generally removed clinging to the end of 
the instrument by some fibers that have been drawn down 
into it with the wire. Should, however, the growth not be 
removed with the instrument, no attempt should be made to 
dislodge it from the nose, as it forms an efficient plug to pre- 
vent hemorrhage, and will probably drop into the fauces and 
be expectorated within twenty-four hours after the operation. 
From thirty minutes to two hours should be thus consumed 
in removing a posterior hypertrophy, in order to prevent severe 
hemorrhage, which from its situation might be difficult to 
control ; and the patient should sit awhile in the doctor's office 
before proceding homeward, and should be cautioned against 
walking rapidly, violently blowing his nose, or hawking and 
spitting. Ordinarily there is a very little blood lost at the 
time of the operation, but for some days afterward the patient 
expectorates a blood-tinged mucus. Owing to the compres- 
sion of the wire, the wound made by snaring a posterior 
hypertrophy is but small and generally heals rapidly. Where 
there are several posterior hypertrophies present in the nose, 
a second operation may be done a week after the first. If a 
posterior hypertrophy is very small and sessile, \t Tft»j^ \«vQit^ 



76 BTPERTROPBIC RHINITIS. 

easily be removed if the operatx)r waits until his patient has 
caught cold, when the swollen growth is more readily grasped 
with the wire. It is recommended by some authorities to 
watch the movements of the wire in the rhinoscopic mirror 
during the process of snaring. This very much complicates 
the operation and adds to its difficulties, and is absolutely un- 
necessary, as a good operator has his sense of touch so well 
educated that he has, as it were, an eye at the end of his 
snare, and can readily feel when the wire loop has engaged 
the growth. Besides, it has been shown by Bosworth that 
any structure in the posterior nares that can be grasped by 
the snare is pathologic in its nature, and should be removed. 

What are ecchondroses and exostoses of the septum ? 

A localized cartilaginous thickening or projection from the 
cartilaginous septum is called an ecchondrosis, while a similar 
bony growth upon the bony septum is referred to as an exos- 
tosis. This latter name should not be confused with osteoma, 
a name given to rather a rare form of bony nasal growth 
which springs from the cellular tissue beneath the mucous 
membrane, and is not continuous with the cartilaginous or 
bony framework of the nose, and is therefore movable. 
Frequently ridges or shelves of cartilage and bone are found 
extending along the septum nearly from the anterior to the 
posterior nares. Usually such growths are opposite the lower 
turbinated body and encroach upon the breathing space of 
the nose. 

What is their etiology? 

They are doubtless sometimes merely provisional callus, 
that has been deposited upon an old fracture of the septum 
and has escaped absorption. The fracture may have l)een 
received during early childhood as the result of one of the 
numerous " bumps upon the nose " that children are constantly 
receiving. Most frequently, however, such outgrowths are the 
result of a local perichondritis or periostitis caused by the 
presence and intennittent pressure of a hypertrophied turbi- 
nated body. 

What symptoms do they cause? 

Frequently nasal obstruction, sometimes with deviation of 
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the septum toward the other nostril. Atrophy of the turbi- 
Dated body opposite them is not uncommon, nor neuralgia of 
the whole side of the face as the result of internasal pressure. 
Sometimes the crest of such growths is ulcerated, and a thin, 
irritating, sanious discharge results, impossible to cure except 
by the removal of the exostosis or ecchondrosis. The nostril 
being obstructed in front, the breath current is interfered with 
in such a way that there is a constant rarefaction of the air 
at the orifice of the Eustachian tube, and tinnitus, and, finally, 
otitis media and deafness result. 

What operations may be done for the removal of these 
growths? 

Localized thickenings of the cartilaginous septum may be 
cut through and removed by means of a small knife slightly 
curved upon the flat. When the growth is hard and bony, it 
is best removed by means of a chisel or saw. The patient is 
prepared for operation by placing a piece of absorbent cotton 
saturated with a 4 per cent, solution of cocain within the 
nostril. The cocain should be allowed to remain in contact 
with the structures to be operated on for at least fifteen or 
twenty minutes that its anesthetic effects may penetrate as 
deeply as possible. After the removal of the cotton, the 
parts to be operated upon should be exposed by means of the 
author's dilator (Fig. 23), which will be found very con- 
venient for operations within the nose, because when once in 
position it is self-retaining and not easily displaced by the 
struggles of the patient during an operation. It is introduced 
by holding the instrument between the thumb and first finger 
with the concavity of its spring upward, when • the closed 
blades are introduced along the floor of the nose until they 
have disappeared within the nostril. The spring of the 
speculum is now carried upward over the nose until the blades 
of the speculum have grasped and distended the rim of the 
nostril, when, if necessary, the spring of the instrument may 
be hooked to a head-band upon the patient's forehead, thus 
elevating the tip of the nose so as to secure the best possible 
exposure of the part to be operated upon. If a chisel is to 
be used, the patient's head is made to rest agalust ^ ^xrsv 
support, and the edge of the chisel la pVae^d «k.^«lYQsX. ^^ 
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aDterior portion of the exostosis and made to penetrate as 
deeply as possible by pushing it forward with the hand. If 
necessary, the 0|)eration is continued by hammering upon the 
handle of the chisel with a lead mallet until the growth is 
felt to be severed from its attachment to the septum. Ordi- 
narily, after the use of the chisel, a few shreds of mucous 
membrane still bind the growth to the septum. These should 
be severed with angular scissors, and the exostosis withdrawn 
from the nostril by means of long-nozzled hemostatic forceps, 
or any other forceps that affords a firm hold without taking 
up too much room in the nostril. The advantage of the 
chisel operation is the quickness with which it can be per- 
formed ; but after the first cut has been made, the nostril is 
deluged with blood and the operator has to complete the 
operation entirely by the sense of touch, being careful to hold 
his chisel, while hammering upon it, with its blade exactly 
parallel to the septum. The operation is brutal, and is almost 
invariably followed by syncope, as the result, perhaps, of the 
concussion of the brain caused by the blows of the mallet. 
.When the exostosis is large the results are frequently unsatis- 
factory, a large jagged wound generally resulting • from fre- 
quent applications of the chisel. The operation, if justifiable 
at all, is only so in cases where the exostosis is attached to the 
septum by so narrow a base that it may be severed by a single 
thrust, as it were, of the chisel or gouge. 

When the saw (Fig. 56) is used, it should be entered beloio 
the growth and the sawing done in an upward direction, so as 
to obscure the field of operation as little as possible by blood, 
which, of course, flows downward from the wound. When 
the shelf of bone is large and hard, the operation is neces- 
sarily tedious ; but at any stage of the operation the saw may 
be withdrawn and both operator and patient rest, a plug of 
absorbent cotton saturated with a 4 per cent, solution of 
cocain being again inserted within the nostril. Under these 
circumstances the cocain acts as a hemostatic, and the prob- 
ability is that the nostril will be found free from blood when 
the cotton is withdrawn, so that the operator can readily see 
to replace the saw^ in the cut already made. Berens' scissor- 
forceps (Fig. 51) may be used to completely sever the exos- 
to8i8 from the septum. One blade of this admirable instru- 
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ment is inserted within the groove made by the saw, which 
serves as a guide. Then, as the instrument is pushed forward 
within the nose, the blades are brought together and the bone 
is severed by successive " clips," as it were, the forceps not 
being strong enough to sever in every instance a large mass 
of hard bone at one closure of its blades. 

The history of the development of this admirable instru- 
ment is a matter of some interest. Lauer of Paris was the 
inventor of an "alligator-forceps," which, like tube-forceps, 
could be used within a narrow canal without obstructing the 
view, and yet grasped firmly any object within its jaws. 




Pig. 51.— Berens' scissor-forceps. 

Famham modified .this instrument by having the jaws of the 
instrument cup-shaped, and his " curet-forceps " (Fig. 55) 
are capable, when sharp, of cutting soft bone and cartilage. 
They are well adapted for cutting through the pedjcle of a 
polypus that cannot easily be grasped with a snare, and for 
general use either as cutting or grasping forceps within the 
deeper parts of the nasal chambers. Three sizes of this instru- 
ment should be owned by the rhinologist. This instrument, 
however, is not powerful enough to bite through masses of 
bone springing from the septum ; while, from the shape of 
the cup-like jaws, both sides of the nasal chambers are liable 
to be grasped when the instrument is used within a narrow 
space. Berens has overcome these diflicu\l\^ >a^ V-onvo^^ 
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■ Bciseor-turceps coiiatructeil on the same general plaji (Fig. 51) ; 
H whilst the heavier Fraukel sciasor-fbrcupu are eufficiently pow . 

■ erful to sever niasBes of bone of (loasiiltirable thickueas. Huw- 
I ever, for clipping arnall masses of bone, cartilage, and Hoft 
I tisBuea within the noae, the Mylea forceps ( Fig. 64) is geu- 
I eraliy the preferable iustrumeut 
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Whefher the hum growth is removed In- saw or chisel, ibe 
subsequent hemorrhage is usually hut trifling, and Boon ceaaes 
spODta neon sir hut shculd this not occur, the hemorrhage can 
be controlled m a manner hereafler to he described. 



How IS the removal of exostosis accompIlstLed b; means ti 
dnlls and trephines driven by an electric motor? 

The motive power for the drill in supplied through a flex- 
armpiece (such as is used hy deutists) by a small electrftia 
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motor, suspeudetl from a movable bracket attached lo the 
wail, at one side of the patient's head (Fig, 52). Many of 
the drills and trephinea offered for sale are rendered so 
clumsy by the shield designed to protwt the parts about the 
field of operation from injury tbat the 
trephine and shield cannot be intro- 
duced more thau one-half inch within 
the nostril without hiding everthiiig from 
view; while the instrument is too short 
to reach from the anterior to the poste- 
rior border of the septum (Fig. 53). 
There is, moreover, so much rattling of 
the trephine inside the shield as to inter- 
tere materially with the delicacy of the 
sense of touch through it Tliese faults 
are overcome by lengthening the shanks 
of trephines and burrs, and constructing 
the shield as shown in Fig. 54. So modi- 
fied, the trephine seems to possess all the 
a<lvantages of both chisel and saw for tlie 
removal of bony growtiis from the sep 
tum, and none of the disadvantages of 
either instrument. With it large exos- 
toses may be removetl as quickly as with ^"'"^^ "^rms"'^ ' 
a chisel without producing as great pain 
and shock, and hemorrhage does not hide the parts from view 
during the operation ; so that it ie 
exostosis and leave a wound as 
resulting from the use of the s 
constructed of thin metal, and i 
trephines and drills ns closely a 



s possible to remove the entire 
* smooth and perfect as that 
The modified shield is 
made Ui hug the shafts of the 
D that that part of 
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the instrument is so slender that it does not obscure the view 
when it ifi inside the nose ; while, on account of the long bear- 
ing of the drill inside of the shield, it revolves so smoothly 
that the delicacy of the sense of touch is not impaired ia ti» 
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least, and it is entirely possible to use the end of tlie shield as 
a probe to test the hardness of any projection from the septum 
before cutting it with the trephine or burr. It is also poesihie 
to preserve flaps of mucous membrane from the lower and 
upper surfaces of an exostosis sufficiently large to cover the 
wound should it be thought desirable to do so. 




F:g. 55.— Fflrnli 



The operation with the drill is performed in the following 
manner : A trephine sufficiently large to remove at once the 
major portion of the exostosis is selected, and with its shield 
is adjusted to the armpiece of the electric motor in such a 
manner that the shield will protect all parts of the nose from 
injury except those to b? cut away. The teeth of the trephine 
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are now pressed into the anterior part of the growth, and as 
the instrument is pushed forward a piece of bone is cut from 
the exostosis, which enters the cavity of the trephine, where a 
knife set at an angle cuts it into pieces sufficiently small to 
pass through a fenestra made for this purpose. Should a 
sufficient amount of the growth not be removed by the first 
passage of the trephine through the nasal fossa, the trephine 
may be reapplied as often as may be necessary to remove the 
entire exostosis and leave a smooth, flat surface like that made 
by a saw. 

When an ecchondrosis or exostosis has attached itself to 
the inferior turbinated bone, so that a synechia or " bridge " 
extends from the septum to the opposite side of the nostril, it 
is perhaps best removed by first sawing through the portion 
next the inferior turbinated body, then packing the nostril 
with absorbent cotton saturated with a 4 per cent solution of 
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Fig. 56.— Nasal saw. 

cocain to check all hemorrhage, and, finally, either sawing or 
chiselling away the attachment to the septum. Unfortunately, 
after such an operation the " bridge " is very liable to recur, 
owing to the granulations from the cut surfaces of each side 
of the nostril approaching each other during the healing proc- 
ess, until they finally unite, forming a mass of granulation- 
tissue, which, contracting, at length produces a much worse 
condition of afiairs than existed before the operation. To 
prevent this disaster, a steel probe may be used to break down 
the adhesions, or a piece of tin-foil or gutta-percha may be 
worn inside the nose between the cut surfaces until the heal- 
ing process is complete. But ordinarily the operations, either 
with saw or chisel, require no after-treatment beside the free 
use of an antiseptic wash (Formula 1 or 2) by the patient, in 
order to keep the wound clean. There is but little inflam- 
matory reaction, and the wound heals promptly if all pre- 
existing nasal inflammation has been made to disappear before 
the operation was undertaken. 
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ATROPHIC RHINITIS. 

What is atrophic rhinitis ? 

Atrophic rhinitis is an atrophic condition of the nasal 
mucous membrane, usually also of the submucous tissues ; and 
occasionally of the turbinated bones and septum. The disease 
is characterized by the formation of scabs and crusts, which 
frequently emit a fetid and offensive odor. 

What other names is it known by? 

Dry catarrh ; atrophic nasal catarrh ; and, in children, 
scrofulous rhinitis. 

What is its etiology ? 

Atrophic rhinitis is said to result from long-continued 
hypertrophic rhinitis. An abnormal dryness of the atmos- 
phere, like that produced by hot-air heaters, abnormal 
patulency of the nares, or anything else that causes a rapid 
evaporation of the nasal secretions, tends to produce atrophic 
rhinitis. Bosworth stated that in many instances the disease 
begins in childhood as a purulent rhinitis. In such cases the 
thin discharge drying upon the turbinated bodies behaves 
very much as would a layer of contractile collodion. As the 
result of pressure, nutrition of the parts is interfered with to 
such a degree that not only atrophy of the mucous membrane, 
but also of the turbinated bones, occurs. However, any 
infection with bacteria virulent enough to cause destruction of 
the nasal mucous membrane over comparatively large areas 
will produce atrophic rhinitis. The writer has seen it occur 
in the adult as the result of syphilis, and probably the larger 
majority of cases are the result of the destruction caused by 
pseudomembranous rhinitis and nasal diphtheria. 

What is its pathology? 

When the disease is the result of long-continued hyper- 
trophic rhinitis, the pressure of adventitious cellular tissue 
causes absortion of the glandular elements. The surfaee of 
the mucous membrane being thus nearly deprived of its 
secretions, is exposed to dust and irritants of every kind that 
accumulate upon it, and with long-retained and rotting semi- 
JDspissated secretions, form bad-smelling scabs and crusts. 
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Owing to pressure from these scabs, shallow ulcers occur 
beneath them, while the atrophy progresses until, in some 
cases, the turbinated bones have nearly disappeared and the 
septum has become, at certain parts, almost as thin as a sheet 
of writing paper. It is not uncommon for individuals to 
present themselves to the surgeon with hypertrophic catarrh 
existing in one nasal cavity, whilst atrophic rhinitis is present 
in the other. In such cases there is usually deviation of the 
septum toward the hypertrophic side. Cases are not infre- 
quently seen with an inferior turbinated body and the adjacent 
mucous membrane atrophied, whilst the middle turbinated 
body immediately above is greatly hypertrophied, generally 
as the result of commencing necrosing ethmoiditis. When 
superficial necrosis results from bacterial infection the progress 
of the disease, after the formation of ulcers, is similar to that 
described above. Retained secretions putrefy and produce 
a characteristic odor, horribly offensive, the disease being 
then termed ozena. Similar stenches occur in scrofulous 
children and in syphilitics, the stench resulting usually not 
from fetid semi-inspissated mucus, but from sequestra of dead 
bone within the nose. 

Somewhat numerous varieties of bacteria are found in the 
secretions of atrophic rhinitis. Those causing putrefaction 
and pus-formation naturally being the most numerous. Not 
very infrequently the Klebs-Loffler bacillus is found. How- 
ever the bacillus, when it occurs under such circumstances, 
is said to possess but little virulence, but might, under favor- 
able circumstances, become a cause of infection. From the 
characteristic odor of the secretions in atrophic rhinitis, it 
would seem probable that they might contain a characteristic 
bacteria, but such, as yet, has not been satisfactorily proven 
to be the case. 

What are its symptoms? 

A sensation of dryness and irritation within the nose and 
pharyngeal vault, with almost constant efforts to remove the 
accumulated secretions by hawking, spitting, and blowing the 
nose. The breath is usually offensive from the putrefactive 
changes taking place in the slowly drying secretions. The 
patient, because of his defective sense oi «ai^, Sa x^awa^ 



86 ATROPHIC RHINITIS. 

unaware that his breath is horribly offensive. Upon inspec- 
tion, the mucous membrane is found dry and glazed, with 
scabs and pus adhering to certain portions of it. Sometimes 
the nostrils are so patulous that the posterior pharyngeal wall 
can be plainly seen through them, and it also is usually in an 
atrophic condition. Reflex skin rashes and laryngitis are 
very common as the result of this. affection. 

What is its treatment? 

The indications are to secure and maintain absolute cleanli- 
ness of the nasal mucous membrane, and replace, if possible, 
the atrophied parts. Cleanliness may be secured by the 
patient's use of an antiseptic wash. Formula 3 or 6 will 
answer very well for this purpose. It is often quite difficult 
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Fig. 57.— Freeman's catheter syringe. 

at first to detach the scabs and inspissated secretions that 
adhere like so much glue to the vault of the pharynx and 
posterior nares. In such cases Freeman's catheter syringe 
(Fig. 57) or the postnasal syringe answers a very useful 
purpose. The nozzle of the syringe is introduced behind the 
velum palati, and the stream of fluid thrown with consider- 
able force into the vault of the pharynx and posterior nares. 
Nitrate of silver seems to have an especial action in increasing 
the vascularity of the mucous membrane, increasing its secre- 
tions, and in producing renewed growth of atrophied tissues. 
Formula 15 may be employed with the powder-blower for this 
purpose. Should a thorough application of the powder not be 
followed by momentary smarting, it does not contain a suffi- 
ciently large proportion of the silver, and Formula 16 will 
yield better results. A snuff containing a small proportion 
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of argentic nitrate (argenti nitratis, gr. ij ; amyli, 5j) may 
also be ordered for the patient to use himself at bedtime, but 
the powders containing the larger proportion of silver nitrate 
should only be employed by the physician himself, and should 
not be strong enough to cause more than a momentary smart- 
ing. The best results are obtained in the treatment of atrophic 
rhiuitis by the use of cylinders of absorbent cotton, as first 
advocated by Gottstein, so placed inside the nose as to take 
the place to a certain extent of the atrophied turbinated 
bodies. K pharyngitis sicca is present, the cotton cylinders 
should be of sufficient length to extend the entire length of 
the nasal floor and project somewhat from the posterior nares. 
The presence of the cotton cylinders excites the atrophied 
mucous membrane to renewed action, so that the dried secre- 
tions are washed away in the increased discharge, and the 
fetor of the breath corrected. The cotton cylinders soon 
become soaked with mucus, so that the air passing around 
them is warmed, moistened, and freed from dust, and enters 
the pharynx and larynx as if it had passed through a healthy 
nose. A cotton cylinder is easily made by wrapping absorbent 
cotton about the smooth wire shank of the laryngeal or rhino- 
scopic mirror until it has assumed the desired bulk and shape, 
when it may be slipped off the wire and deposited inside the 
nose. The patient should be taught how to make and place 
these cotton cylinders inside his nose, and should insert fresh 
ones as soon as the old are removed by the use of the hand- 
kerchief. K worn constantly they cause an immediate 
change for the better in all the symptoms of atrophic rhiuitis, 
and greatly stimulate the renewed growth of the atrophied 
tissues. 

A case of atrophic rhinitis is then best treated in the fol- 
lowing manner : at the first visit the nasopharyngeal mucous 
membrane is thoroughly cleansed, and all sca1)s and adherent 
mucus removed, the postnasal syringe and forceps being, if 
necessary, used for this purpose. Formula 15 or 16 is then 
thrown upon the clean mucous membrane with the powder- 
blower, and cylinders of cotton placed in position inside the 
nose. The patient is ordered a wash and snuff* for home use, 
18 shown how to make and place the cotton cylinders, and re- 
quested to present himself at the physician's ofl^c^, fee voss'^fec.- 
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tion and treatment, at least twice a week. If pharyngitis sicca 
and reflex laryngeal symptoms are very annoying, small doses 
of iodid of potash (gr. ij-x, t. i. d.) may also be ordered with 
advantage to increase the secretions and diminish reflex 
action. 

What is the prognosis ? 

Atrophic rhinitis is one of the most unsatisfactory and 
tedious of nasal diseases to treat Fetor of the breath, and 
the other more annoying of the patient's symptoms are easily 
and quickly corrected in the majority of cases, and something 
very like a cure of the disease, although delayed, will be 
finally brought about by persistent effort, provided the simple 
atrophy of the glandular elements, both as to size and num- 
ber, has not been followed by complete degeneration, that is, 
their conversion into some other form of tissue. 

NECROSING ETHMOIDITIS. 

What is necrosing ethmoiditis ? 

Necrosing ethmoiditis is a name given by Woakes to an 
inflammation usually resulting in necrosis of the inferior 
turbinated process and other parts of the ethmoid bone; 
characterized, after necrosis has occurred, by the presence of 
a tenacious, creamy white, mucopurulent discharge from 
sinuses or a cleft in the middle turbinated body, and usually 
by the presence of exuberant granulations and polypi, the 
result of the irritation of necrosed spicules of bone upon the 
surrounding soft tissues. 

What is its etiology ? 

It is usually the result of catarrhal inflammation of the 
mucous membrane covering the middle turbinated body ; the 
inflammation finally involving the periosteum and the bone 
beneath. 

What is its pathology ? 

The mucous membrane of this portion of the nose extends 
inward to line the cells and trabeculse of the middle turbin- 
ated body, and is inseparable as a membrane from the 
periosteum beneath. Inflammation of this mucoperiosteum 
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reeulte id necroBJs. Necrosed epicula of boDe irritate the 
inflamed mucous membrane and cellular tissue, which, pro- 
liferating aft«r its kind, forms large masses of granulation- 
tissue and mucous polypi. These polypi partake more or less 
of a fibrous character iu proportiou to the amount of connec- 
tive tissue involved in the proliferating process. The process 
of exfotiatiou is not always characterized by the presence of 
exuberant granulations or mucous polypi, but there is always 
a dischai^e of tenacious, creamy mucopus, which adheres to 
the oriflce of the bIdub or cleft, from which it exudes. After 
the exfoliation of the necrosed bone, the disease frequently 
undergoes a spontaneous cure, a large crater or cleft in the 
middle turbinated body indicating the spot from which the 
dead bone has exfoliated (Fig. 62). 

What are its symptoms? 

An early stage of the disease is well represented in Fig. 58. 
A red and swollen middle turbinated body may press upon 





Fro. M. — Dlitgram ehoirlTiE i 
e»rlj »Um of necrosing ethmoldK 
(WnakoT 



Fro, SH.— Mi>re ailvaiiccd stage 
of the same diBuaee, showing 
"cleavage" of themiadleturbin- 
aled bodies {Woakes). 



the septum, which ordinarily gives way before it, so that there 
is a deviation toward the healthy nostril. Should both turbin- 
ated bones lie diseased, the septum, with its nerves, is nipped 
between the hypertrophied bodies, and retlex Kkva T%i£ci!i» 
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upoD the face, such fie erythema or acne, or i 

aay of the reflex uaeal symptoms previouely meDtiooed, may 

be present Fig. 59 represcDts a more advanced stage of the 
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disease. Id Figs. 60 anil 61 "cleavage," with exfoliation 
of necrosed bone, is taking place, while from the cleft, polypi 
or proliferating granulation-tissue protrudes. Fig. 59 
shows " cleavage " without proliferation of the soft tisauea, the 
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commonest form of the affection. From the cleft or from a 
sinus in the bone exudes a creamy, tenacious mucus, which 
the patient removes from his nose with great difficulty, while 
the use of a fine probe within the cleft or a sinus will lead to 
the detection of necrosed and exposed bone. At this stage of 
the disease nasal asthma and cough or paresis of the soft 
palate are reflex symptoms oft;en present In rare cases the 
introduction of a probe within the cleft is immediately followed 
by an epileptiform convulsion. Nasal chorea may also be 
present, most probably affecting only the orbicularis palpebrse 
and adjacent muscles of the face, but any of the reflex neu- 
roses previously mentioned may be present at this stage of the 
disease. Fig. 62 shows the crater-like cleft presented when 
the disease has undergone a spontaneous cure. 

What is its treatment? 

Granulation-tissue and polypi should be at once removed 
with the snare, and the parts scraped with the nasal curet 




Fio. 63.— Nasal caret 

(Fig. 63). The disease should then be treated as a simple 
chronic rhinitis. Applications of iodin solutions (Formula 10) 
should also be made to the interior of the cleft and along any 
sinus from which pus is observed to exude. If, in spite of 
this treatment, "polypi buds" still continue to appear, a 
small galvanocautery-knife should be inserted into the cleft 
or along a sinus until dead bone is felt, and then brought to a 
red heat and slowly withdrawn, so as to produce an eschar 
extending from the necrosed bone to the surface, in the hope 
that when the slough separates, it will bring with it the 
offending necrosed spicules of bone. An attempt may also be 
made to remove the diseased part of the middle turbinated 
bone with the snare. Alligator cutting forceps will be found 
a very useful instrument to remove quickly polypus buds 
and small portions of the diseased bone. Hq^^n^x^ ^^kh^ 
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forcepB, unless in the best of condition and recently sharpened, 
cannot be relied upon to cut away any tissue smoothly and 




Fio. 64.— Myles' nasal cutting forceps. 

easily, and for heavier work Myles* alligator forceps (Fig. 64) 
are much more effective. With these admirable instruments 




Fig. 65.— Grtinwald's nasal cutting forceps. 



the diseased portion of the middle turbinal can generally be 
cut away guickly and easily ^ ' '^ clean smooth wound. 
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However, occasionally portions of sclerosed bone are encoun- 
tered too hard to be cut away with the Myles forceps, and 
under such circumstances Griinwald's forceps (Fig. 65) will 
accomplish the desired result, although much more slowly. 
Both instruments are necessarily somewhat bulky, and occa- 
sionally there is not room between the septum and the turbin- 
ated bone to admit of their being used. Under such circum- 
stances the trephine (Fig. 54) or a burr provided with a similar 
shield should be employed to remove all tissue that interferes 
with the proper drainage of the parts. The cutting forceps 
are, however, by far the preferable instruments, as they 
cut bone, mucous membrane, granulation-tissue, and polypi 
with equal facility, and leave a smooth flat wound which more 
readily heals than the wound resulting from the use of a burr. 
When the disease is deeply situated, the operator should re- 
member the important structures by which the ethmoid bone is 
surrounded, and every operative procedure should be done 
with extreme care and gentleness, to avoid a serious or even 
fatal result 

What is the prognosis ? 

The course of the disease, even under proper treatment 
and operative procedures, is generally tedious, but a (^ure is 
sooner or later brought about by persistent effort, while in 
some instances it may be quickly and easily obtained. 

CORYZA VASOMOTORIA PERIODICA. 

What is coryza vasomotoria periodica ? 

Coryza vasomotoria periodica is a chronic nasal affection 
depending upon a greater or less disturbance of the entire 
nervous system, and particularly of the various nerves sup- 
plying the nasal mucous membranes, and characterized by 
periodic exacerbations caused by inhaling dust or other 
irritants. 

What other names is it known by? 

Hay-fever, hay-asthma, autumnal catarrh, rose cold, horse 
cold, cow cold, peach cold, snow cold, miller's cold, or 
asthma, are names given to the affection and supposed to 
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indicate the irritant which is the direct cause of an attack of 
the disease. 

What is its etiology? 

There are really three factors in the causation of an attack 
of hay-fever, viz.: First, a pathologic condition of the nasal 
chambers ; this may comprise anterior or posterior hyper- 
trophies, exostoses, ethmoiditis ; but more especially the pres- 
ence of hypersensitive areas, readily distinguished by their 
heightened color and slight elevation above the surrounding 
mucous membrane. Irritation of one of these spots with the 
end of a probe, even during the winter time, will bring on 
an attack of hay-fever lasting from half an hour to several 
days ; second, a diseased, or at least an irritable condition of 
certain nerve-centers, giving rise to a train of near and re- 
mote symptoms by reflex action ; third, the presence of an 
external irritant The absence of any one of these factors is 
sufficient to prevent an attach 

What are its symptoms ? 

The premonitory symptoms of an attack of vasomotor 
coryza are those of coryza — a sense of dryness and itching 
in the nose, violent sneezing, occlusion of the nares, and pro- 
fuse watery discharge. These symptoms are usually followed 
by conjunctivitis, lacrimation, photophobia, headache — often 
of a neuralgic character — a hacking cough, asthma, and a 
general feeling of malaise. 

What is its treatment? 

The most effective treatment of periodical hyperesthetic 
rhinitis is a sea-voyage, lasting through the entire hay-fever 
season or residence in a region free from the presence of irri- 
tating pollens and dust, like that of the White Mountains of 
New Hampshire. 

For professional and business men, however, such a treat- 
ment involves hardships and loss of business opportunities 
that render it acceptable only as a last resort. Therefore 
any treatment that will enable the sufferer to remain at home 
in comparative comfort and attend to business is eagerly 
sought by the majority of workers suffering from hay-fever. 
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Somewhat recently the attention of the profession, chiefly 
thronph the writings of Seth S(»tt Bishop of Chicago, has 
directed to the fact that the neurotic condition of the 
patient and the hypersensitiveness of the nasal paasagee were 
oflen due to an excess of uric acid in the hlood, and that this 
escess could he eliminated hy the ingestion of nnneral acids. 
Bishop at first prescribed dilute sulphuric acid and later on 
Horaford's Acid Phosphate in one-half to teaspoonful doses 
tumbler of water morning and night. His results were 
. Batisfactory. However, Bishop emphasizes the danger 
of an accumulation of uric acid in the tissues by rendering 
die blood too acid to dissolve it, thus precipitating an attack 
of rheumatism, or some other manifestation of uricacidemia. 
When possible he prepares his liay-fever patients wlio have 
-acid diathesis for the hay-fever season by a course of 
lithia or the salicylates, extending over two weeks or even a 
month or more, in order to eliminate any excess of uric acid 
from the system. During the hay-t'ever season he relies 
largely upon lithia, and only uses the acid treatment to 
quickly relieve the patients' more distressing Bympt^ras. 

Probably any mineral acid would prove efficacious, hot 
there are two which suggest themselves as peculiarly eflica- 
eiouB : hydrohromic acid, because of its sedative (jualities, and 
Bitromuriatic acid, because it is thought to limit the produc- 
tion of uric acid. 

The writer's experience has been limited to the effects of 
Ditromuriatic acid, which for the past three years has been 
prescribed in doses of 3 to 5 drops of the freshly prepared 
eonoentrated acid after meals and sometimes also at night 
The dose should be diluted with a tumbler half full of 
vater. and the patient, after taking the medicine, should rinse 
oat his mouth and swallow another half-tumhlerful of water. 

The results of the remedy are apparent within forty-eight 
kiara, and the relief of all hay-fever symptoms are usually 
'Klffident to enable the patient to remain at home and attend 
to his ordinary business engagements in comparative coinfort 
If, however, a simple dose is onutted, some symptoms of hay- 
fever will ap[)ear within the succeeding twentj'-four hours. 
Thu is especiiilly true if the remedy is not taken after the 
ITeniitg meal, as, under such circumstancea, We \«.\a«o.\. 
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usually wakes up the next morning with occluded nares and 
suffused eyes. 

Between the attacks of hay-fever measures should be 
adopted to improve the patient's general health and correct 
any abnormality of the interior of his nose. The practitioner, 
however, should not be too sanguine as to the beneficial 
results to be obtained by such measures, for it should be 
borne in mind that hay-fever not infrequently occurs in vigor- 
ous individuals the interior of whose noses present no gross 
abnormality, except during the hay-fever season. 

There is, however, one condition of the nose that is appar- 
ently present in all individuals suffering from hay-fever, and 
that is the presence of hyperesthetic areas upon the respiratory 
portion of the nasal mucous membrane, which when touched 
with a probe cause sneezing and lacrimation. 

The hypersensitive condition of such areas may be destroyed 
one or two at a time, even during the hay-fever season, with- 
out adding to the discomfort of the patient, by either pallia- 
tive or radical methods. 

The palliative method consists of cocainizing the nose and 
touching the sensitive area with a 10 per cent, solution of 
chromic acid applied by means of a cotton-tipped probe. 
The radical method consists in destroying the sensitive area 
by means of the galvanocautery. A small cautery-knife 
should be selected, and the current should be sufficiently 
strong to instantly bring its tip to a white heat. After 
cocainizing the nose, the cautery tip is moved over the mucous 
membrane until a sensitive area is discovered. The current 
is then turned on for an instant and the cautery-knife with- 
drawn. Very little destruction of the membrane results, and 
should hemorrhage occur no undue haste should be used in 
controlling it, as the local depletion is beneficial rather than 
otherwise. 

Temporary relief may be obtained during the w^orse stages 
of the attack by spraying the nose with a weak alkaline 1 per 
cent, solution of cocain, and afterward with fluid vaselin as a 
protective. Good results have been reported from the use of 
a solution of the extract of suprarenal capsule. It should be 
applied locally and also given internally. A convenient 
method of administration is as follows: The patient ig 
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supplied with gelatin capsules, each containing 2 to 3 grains 
of the powdered gland. He is directed to take one of the 
capsules every two hours, watching for any irregularity of 
the heart's action or other disagreeable heart symptom that 
may occur ; and, should any such symptom present itself, to 
take the capsules at less frequent intervals. As a matter of 
fact, while no very alarming symptoms have been observed 
to follow the ingestion of suprarenal extract, yet some patients 
complain of irregular heart action, slight vertigo, etc., while 
taking the remedy in even such small doses as 2 or 3 grains 
every two hours. The patient should also be directed to 
dissolve one of the capsules, gelatin and all, in a teaspoon- 
ful of hot water ; filter the solution and apply it by means of 
a pledget of absorbent cotton to the interior of his nose. The 
pledget of cotton should be sufficiently large to fit somewhat 
snugly within the nasal chamber, as a moderate amount of 
pressure is beneficial and seems to aid the action of the ex- 
tract in reducing the congestion and swelling of the mucous 
membrane. The saturated pledget of cotton should be allowed 
to remain within the nose for half an hour or more, and re- 
newed sufficiently often to secure the desired results. A con- 
venient method of application is for the patient to wrap a 
small mass of absorbent cotton about the end of a crochet 
needle from which the hooked end has been removed, dip the 
cotton into the solution, and insert it within the nose. The 
cotton is readily released from the crochet needle by twisting 
the latter in the opposite direction from that in which the 
cotton was wrapped. Sometimes all symptoms of hay-fever 
disappear after the first day's use of the extract. However, 
it is probable that the recently discovered alkaloid of suj)ra- 
renal capsules, " adrenalin," will prove equally beneficial in 
the treatment of hay-fever. Adrenalin dydrochlorid is active 
in 1 : 10,000 watery solution, and when applied to the nasal 
mucous membrane within one or two minutes contracts the 
blood-vessels until the membrane appears pale, shrunken, and 
bloodless. 

Aft;er the attack has subsided, all pathologic conditions 
of the nose should be removed, and the sensitive areas cauter- 
ized with a small galvanocautery-knife, so introduced that its 
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flat surface will rest upon the sensitive areas and make a 
superficial burn. 

What is the prognosis? 

It is not unfavorable. The patient should be kept under 
observation and occasionally treated for at least three years 
after an apparent cure to prevent the danger of a relapse. 

NASAL HYDRORRHEA. 

What is nasal hydrorrhea? 

Nasal hydrorrhea is a disease characterized by a clear 
watery discharge from one or both nostrils as the result of 
some irritation or distur])ance, either [)eri[)heral or central, of 
the vasomotor supply of the nasal mucous membrane or of 
that from the trifacial nerves. 

What is the etiology ? 

In one class of cases the flow of fluid from the nose is per- 
fectly passive and causes no inflammation. The phenomenon 
is probably due in such cases to a paresis of the nasal branches 
of the trifacial nerve, which exercises an inhibitory action 
upon the normal exosmosis of serum in the nasal mucous 
membrane. In a certain number of these cases the fluid dis- 
charged has been claimed to be cerebrospinal fluid ; by some 
pathologic process, a communication having been established 
between the nose and the subarachnoid space. 

In a second class of cases the flow of serum is accom- 
panied by great congestion and swelling of the Schnei<lerian 
membrane, and the phenomena are the result of an irritation 
, of the vasomotor nerves. In this second class of cases the 
congestion and inflammation of the nasal mucous membrane 
and the consequent watery discharge are greatly increased by 
cold and by inhaling dust and other irritants. Indeed, the 
symptoms are somewhat similar to those of hay-fever. 

What are the symptoms? 

In the first class of cases there is an almost constant drop- 
ping of a clear watery fluid from one or both nostrils. In 
the second class of cases the discharge is more remittent in 
character, according to the amount of irritation of the Schnei- 
deriau memhi2La&, 
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What is the treatment ? 

In some cases extract of suprarenal capsule acts as a specific. 
The freshly-prepared 10 per cent watery extract (Formula 
39) should be sprayed upon the nasal mucous membrane 
sufficiently often to control the symptoms. Or in cases where 
the [X)wdered gland causes no irritation, it may be used as a 
snuff. From 2 to 5 grains of the extract should also be 
taken every three hours, the patient being instructed to cease 
taking the remedy should disagreeable heart symptoms mani- 
fest themselves. In some cases a cessation of the discharge 
occurs within a few days, and the use of the remedy should 
then be discontinued. It is probable that a solution of 
adrenalin hydrochlorid, of the strength of 1 : 1000 parts of 
water, would prove equally efficacious if applied locally to 
the nasal mucous membrane. 

As the cause of this disease is generally somewhat obscure, 
the treatment is necessarily expectant. The discharge termi- 
nates in some instances as abruptly as it began, almost without 
medication. Probably atropin is the drug most generally 
useful. It may be given internally (Formula 36) or, better, 
locidly by means of an atomizer (Formula 40). The appli- 
cation of a 4 per cent, solution of cocain (Formula 9) in- 
variably gives relief, and sometimes astringent powders 
(Formula 24) may be prescribed advantageously. 

NASAL HEMORRHAGE. 

What other names are there for nasal hemorrhage? 

Epistaxis ; rhinorrhagia ; nose-bleed ; hemorrhagia narium. 

What is its etiology? 

It is an old saying that recurrent hemorrhage from the 
nose is a warning, a remedy, and a disease. 

The bleeding may be the result of some disease of the 
blood, of which the most common are plethora, anemia, hemo- 
philia, and the condition of the blood brought about by 
typhoid and the eruptive fevers. Disease of the blood- 
vessels, the result of atheroma or syphilis, are jiredisposing 
causes, while the increased blood-pressure resulting from 
Bright's disease and organic disease of the Uvei:, U^'axX., Va\v^> 
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or kidneys, are frequently early manifested by bleeding from 
the nose. Recurrent nose-bleed has hence been occasionally 
arrested by applying a blister over the liver, and in all cases 
the possibility of disease of some vital organ should be in- 
vestigated and, if necessary, the proper remedy applied as a 
part of the treatment of nose-bleed, which in such instances 
is not only a warning, but to a certain extent a remedy from 
im))euding a|)oplexy. 

No good observer probably has failed to be impressed with 
the very evident correlation existing in most of our domestic 
animals between the nose and the sexual organs, exhibited 
during the rutting season. Similar phenomena occasionally 
are observed in the human race, and many amusing stories 
are told m illustration. 

Erectile tissue occurs in but three portions of the human 
body ; the nose and throat, the nipples, and the sexual organs. 
In the male puberty is accompanied by a change of voice, 
and nose-bleed is not uncommon at this time in either sex ; in 
the female, sometimes as a vicarious menstruation. Recur- 
rent nose-bleed is said to be aggravated by masturbation. 

Ulcerations and neo[)lastic growths within the nose are 
sometimes hemorrhagic. Angiomata, carcinomata, sarcomata, 
and especially fibromata frequently bleed at the slightest 
touch. Severe and repeated nasal hemorrhage, when it 
occurs in a youth with a nasopharyngeal fibroma, is almost 
diagnostic of the latter. 

Traumatism is a frequent cause of hemorrhagia narium. 
If the blood flows from each side of the nose in equal amounts, 
it is somewhat suggestive of injury to the vault of the pharynx 
or even fracture of the base of the skull ; because hemorrhage 
from injury to the nose alone is usually unilateral. How- 
ever, blood from the nose may be swallowed or drawn into the 
bronchi and afterward coughed up or vomited in a manner 
suggestive of a pneumonic or stomachic origin of the hemor- 
rhage. It is not always easy to make a diagnosis between 
bleeding from the vault of the pharynx and hemoptysis. 

The nasal vessels are not supported by a muscular cushion 
into which they may be crushed by a blow, but lie in more or 
less intimate contact with bone or cartilage and are only pro- 
tected by extremely delicate muoo"a *«embrane, and hence a 
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slight injury is sufficient to cause hemorrhage, which is pro- 
fuse and long continued, because the proximity of bone or 
cartilage prevents the ends of the severed vessel from con- 
tracting as readily as if they were imbedded in soft tissue. 
When sawing exostoses from the septum, an artery within the 
bone is occasionally encountered ; and because the end of the 
vessel is held wide open by its attachments to the bone, 
hemorrhage is invariably profuse and long continued. Such 
cases invariably require radical measures to control the flow. 
Fortunately, however, arteries within such growths are com- 
paratively rare. The prognosis of all forms of nasal hemor- 
rhage is generally favorable, but few fatal cases having been 
reported. 

What is its pathology? 

Th« great vascularity of the nasal mucous membrane 
readily explains the great frequency of nasal hemorrhage. In 
most cases of spontaneous origin, the bleeding is from the 
neighborhood of the septal artery, i, e., from the anterior part of 
the septum. Wounds resulting from surgical operations upon 
this portion of the nose frequently bleed profusely, although 
an artery is sometimes observed to " spurt " in the wound of 
an operation done further back upon the septum, while spon- 
taneous bleeding may occur from posterior hypertrophies or 
adenoid vegetations. In such cases the blood flowing down- 
ward into the fauces is expectorated, and is frequently mis- 
taken for a hemorrhage from the lungs. 

How can nasal hemorrhage be controlled? 

If after an operation severe hemorrhage has occurred, and 
it is known from what spot the bleeding occurs, a small mass 
of absorbent cotton or "spunk," such as is used by dentists, 
may be tightly wedged within the nose over the bleeding 
vessel and by its pressure secure the desired result, or a cone 
of spunk may l)e passed along the inferior meatus until it has 
wedged itself over the bleeding vessel. 

Bleeding may occur from any portion of the nose, but it is 
most common from the anterior portion of the septum. In 
cases of recurrent nose-bleed, if the alie be pulled to one side 
within a day or two after an attack, a small clot^ a y^^^^^ 
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spot, or a varicose condition of the veins upon the septum will 
mark the seat of the hemorrhage. Under such circumstances 
the patient should be directed to apply daily, by means of a 
brush, a mixture of equal parts of tincture of the chlorid of 
iron and glycerin, and to avoid violently blowing the nose. 
Should the vessels be very numerous and varicose, this treat- 
ment will hardly suffice, and it will be necessary to destroy 
the vessels by a touch of the galvanocautery or chromic acid. 
It is not well to apply the galvanocautery or chromic acid too 
vigorously, as the cartilage of the septum has not much 
vitality, and too vigorous application of the acid may result 
in a perforation. The after-treatment consists in the applica- 
tion of a 1 per cent, ointment of carbolic acid in cosmolin. 
This should be smeared over the parts every three or four 
hours with the finger-tips. 

Occasionally recurrent nose-bleed is the result of a small 
ulceration or erosion of the mucous membrane of the anterior 
portion of the septum, generally in a hollow caused by a slight 
deviation of the septum or a cartilaginous spur or outgrowth 
within the nose. Because of the hollow upon the septal wall, 
mucus dries until the bulk becomes sufficient to extend above 
the hollow into the air-current, when it is dislodged by 
violently blowing the nose or by sneezing. Under such cir- 
cumstances, a minute portion of mucous membrane is carried 
away with the inspissated mucus and a hemorrhage occurs. 
Sf)metimes the hemorrhage occurs from dislodging such masses 
of mucus with the finger-nail. The patient should be 
cautioned against picking his nose, as under such circum- 
stances the resulting ulceration becomes deeper, until finally 
it extends entirely through the septum, and a perforation 
results. 

Cienerally, the formation of crusts and scabs can be pre- 
vented by frequent applications of carbolized cosmolin, but 
should this not suffice, the hollow in the septum must be 
eradicated by suitable operative procedure — sawing ofl' the 
spur or correcting the deflection, as circumstances require. 
The usually slight bleeding from anterior ulcerations, as it 
occurs from time to time, can be controlled by grasping the 
tip of the nose firmly between the thumb and finger, or the 
insertion of a small piece of ice within the naris. 
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This brings us to the consideration of the control of severe 
nasal hemorrhage. Under such circumstances, usually the 
patient is found bending over a bowl upon his lap or he may 
be resting upon the bed in such a position that his head leans 
over its side so as to allow the blood to drip into a receptacle 
upon the floor. Have him at once sit erect, propped up with 
pillows, if necessary, with his head neither thrown back or 
forward, and instruct him to hold a finger-bowl under his chin 
(not nose) to catch the flow of blood. 

This change of position takes off pressure from the veins 
in the neck and may be all that is necessary to stop the 
hemorrhage. If this be the case, a little pledget of absorbent 
cotton, saturated with vaselin, should loosely be inserted 
within the naris to support the clot and prevent the patient 
breathing through that side of the nose. 

If in spite of the change of the patient's posture the blood 
should continue to flow, it will be necessary to apply pressure 
to the bleeding vessel. This is most expeditiously, painlessly, 
and effectually accomplished by adding peroxid of hydrogen 
to the clot within the nose, which hardens it and causes an 
increase of many times its original bulk. Wrap a piece of 
absorbent cotton loosely about an Allen's probe so that it 
forms a cone three inches in length and one inch in diameter 
at its proximal extremity. Thrust this, dripping with per- 
oxid of hydrogen, along the floor of the nose until the pharynx 
is reached. Place the forefinger-tip against the cotton within 
the nose and withdraw the probe, leaving the cotton in position 
supported by the finger-tip until the pressure caused by the 
ebullition of gas has somewhat subsided, then withdraw the 
finger and support the first pledget by means of a second plug 
of cotton saturated with peroxid of hydrogen. This is 
pressed somewhat firmly into the naris, especial care being 
taken that it firmly fills the space within the extreme tip of 
the nose, or blood will escape over the cotton plug. 

When everything is ready, the whole maneuver can be 
executed in less than one minute, and the bleeding is instantly 
checked. If, after a minute or two, the fraction of a drop of 
blood shows itself oozing through the cotton, it should be 
coagulated by touching it lightly with Monsell's solution, and 
the process repeated from time to time, if necessary. It is 
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well, indeed, to smear the whole of the presenting surface of 
the cotton with either the solution or salt of the perchlorid 
of iron, which dries with a little blood into a black impene- 
trable varnish, and allows no blood to trickle. Never apply 
any of the iron salts inside the nose to control hemorrhage, as 
they are extremely irritating and form a sort of sticky black 
sand exceedingly difficult to remove. 

It should be remembered that it is not the peroxid nor the 
pressure of the cotton, but the pressure of the firm clot which 
forms within and about the cotton that checks the hemorrhage ; 
therefore the cotton should be wrapped about the probe with 
only sufficient firmness to enable it to retain its conical shape 
when passed along the floor of the nose. Within certain 
limits, the more loosely the cotton is wrapped, the more per- 
oxid it will take up and the more readily blood will enter its 
meshes. The conical shape of the mass facilitates its passage 
through the posterior naris, which, with the aid of a clot, it 
firmly closes. This method of controlling nasal hemorrhage 
is much less irritating than most others employed ; but at the 
end of five or six hours swelling of the mucous membrane 
will have occurred to a sufficient degree to render the packing 
within the nose somewhat uncomfortable, and it is generally 
advisable and safe to remove the outer plug. This should be 
done with extreme gentleness, avoiding any sudden pull or 
jerk. At the end of twelve or twenty-four hours the larger 
mass of cotton can oflen be removed with safety if done in a 
proper manner. Avoid removing pressure too suddenly or 
the hemorrhage will certainly recur and the packing will have 
to be replaced. It is well to have at hand a smaller cone of 
cotton saturated with peroxid to instantly replace that re- 
moved should this accident occur. Grasp the end of the 
mass of cotton to be removed with a pair of dressing-forceps 
and draw it forward the eighth of an inch, then wait five 
minutes. Repeat this procedure at intervals of five minutes 
until the mass is coaxed, as it were, from the nose. If, during 
this process, a drop of blood shows itself, cut off with a pair 
of bandage-scissors that portion of the cotton already outside 
of the nose and press into the vestibule a little mass of fresh 
cotton saturated with peroxid. Be content to wait for an 
hour or so before again trying to remove the packing ; for 
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at any rate you have diminished the pressure within the nose, 
and rendered your patient more comfortable. If, however, 
you have succeeded in removing the whole of the cotton with- 
out the hemorrhage recurring, place a little cotton in the 
vestibule of the naris and allow your patient to rest for a 
half-hour or so before permitting him to blow out the clot — 
which should be done with great gentleness. It is necessary 
in all cases to remove the packing from the nose at the end of 
forty-eight hours, as by that time it will be extremely foul 
smelling and there is danger of sepsis. If necessary to check 
the recurrent hemorrhage, the nose can be packed again with 
cotton saturated either with peroxid or cosmolin, which, next 
to peroxid, is probably the best hemostatic for use within the 
nose. 

In most works on surgery an instrument called Bellocq's 
cannula is figured, by means of which the posterior nares may 
be plugged by drawing a mass of cotton or other material 
through the mouth behind the soft palate ; if at hand, this 
instrument may be used. A simpler plan is to insert a 
Eustachian catheter through the nose and pass a fiddle-string 
or well-waxed piece of stiff twine through it until its end 
appears in the fauces, when it may be seized by a pair of 
forceps and drawn out through the mouth. A piece of absorb- 
ent cotton should then be tied to the middle of the fiddle- 
string or waxed cord, and drawn up behind the palate into 
the vault of the pharynx in such a manner that one end of 
the string projects from the nose and the other from the 
mouth. The ends of the string may now be tied together so 
that the cotton plug is firmly held in position. This procedure 
is seldom, if ever, necessary to check hemorrhage from the 
nose, but may be used, where ether is administered, to prevent 
blood flowing into the pharynx during an operation upon the 
interior of the nose. 

DISEASES OF THE ACCESSORY SINUSES OF THE 

NOSE. 

What cavities found in certain bones of the skull communi- 
cate with the nasal chambers ? 

The antra of Highmore, or the maxiUaty «wi\3fifc'^\ >^^ 



lOfi DISEASES OF ACCESSORY SIKL'SES OF NOSE. 



ethmoid cells ; the 



tinterior, miiidle, and posteriu 
cells; and the frontal ginusts. 

Wliat is the most common disease of the antrum of High- 
moie? 
Cntarrlinl inKniutnatiun of its lining mneous membrai 
wliirh, as is usiinl in cloBed cnviticB, s<K>n degenerates i[tto| 
purulent disease', tlie pus finding ilin exit through the ostii 
maxillnire iitid eM'iipIng Jutu the nose. 

What Is the etiology of the disease ? 

The faaga of the firet and Benonil molar teeth usually 
6Zte&d ioto theflOM of the antrum, the a.pcs of the fangs not 



igh- 
iIIt^B 




unfr«iue.ntly reacJiind a level aliove that of the rest of the 
antrum (Fig. 6I>). Under these circumstances it is easy to 
understand how caries of these molar teeth would result in 
suppuration of the antrtim. The I'ommnneat cause, however, 
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of antrum disease is closure of the ostium maxillare as the 
result of hypertrophic rhinitis and polypoid degeneration of 
the mucous membrane about this opening. Some acute cases 
can be traced directly to the effects of taking cold. The 
antrum may be infecte<l from diseased molars, diseases of the 
ethmoid cells of the frontal sinuses, of the sphenoidal sinuses, 
syphilitic necrosis, etc. 

What is the pathology ? 

Soon after the onset of the disease the mucous membrane 
becomes greatly swollen and edematous, and a large amount 
of seromucus is poured out. The disease may gradually sub- 
side at this stage, or the secretion may become purulent. 
The deeper layer of the mucous membrane, which in this 
locality is the periosteum, also partakes of the inflammation, 
and exostoses are formed, which in the form of spicules or 
lamina of bone may project into the antrum in such a manner 
as to divide it into two or more small chambers. 

What are the Sjanptoms of purulent disease of the antrum ? 

At the beginning of the attack there is a sense of fulness 
and pressure beneath the orbit, and pain, sometimes agon- 
izing in character and involving the whole side of the face. 
Mastication is generally painful, the teeth of the affected side 
feeling as if elongated and crowded out of their sockets. 
The symptoms are due to a collection of fluid within the 
antrum and closure of the ostium maxillare, and may last for 
several days, when the fluid is either evacuated through the 
ostium maxillare or by an opening through the thin lateral 
wall, the alveolus, the cheek, or the orbit. After this spon- 
taneous evacuation the pus flows for a length of time, the 
course of the disease being marked by jx^riods of retention, 
during which there is more or less pain, terminating by a 
discharge of somewhat fetid pus from the nostril. 

Some cases, however, pursue a chronic course from the 
commencement, there being at no time completer closure of 
the ostium maxillare and retention. 

In all cases of disease of the antrum the discharge is some- 
what j)eriodic in character, certain j^ositions of the head favor- 
ing the escape of fluid from the antrum. In long-contiuaed 
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disease of the .antrum tlie roots of the leeth projecting into the 
antruin generally become carious. CrusUfomiations within 
the vestibule of the nose are commonly present. 

What ia the diagnosis? 

A dischai^e of pua from one nostril, especially if periodic 
itt character, whicli smella and tastes fetid to the patient, 
should always excite the suspicion of disease of the antrum. 
Upon inspection the pus will he found flowing from Ite- 
ueath the middle turbinated body. This pus should l>e 
carefully wiped away with absorbent cotton, and the patient 
be dir^ited to lie down upon the unaffected side for 




Fro. 67,— Dlftgrnm (Oder Freeman) (.._ ....„ ,. „ 

EresBi-d outwftiil Ha to resemble the ftppearanee of the middle turblDBled body 
1 ethmoldltls during ■■cltavage " |aee Ftg. 5(1). 

ten or lit)«en minutes, when, if pus reappears beneath 
the middle turbinated body, it may be concluded that its 
source is the mastoid antrum. If, while the patient is in a 
dark room, a 3-eandle-power electric lamp is placed withiu 
his mouth, the face will be lit up by transmitted light, and 
the outlines of each antrum can be mapped out if both are 
empty. If one is filled with fluid or any other material, that 
side of the fnce will appear darker. The o!>server should also 
observe the maimer in which the light ia trauaniitted into each 
naaal chamber, and more especially through the eyeballs. 
'^^ some cases the antrum may contain fluid, and yet both 
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sides of the face and each nasal chamber will be equally illu- 
minated by the transmitted light from the electric lamp within 
the mouth ; but if the pupil of each eye be observed, that of 
the unaffected side will be the brighter. In some instances, 
in which the outer wall of the antrum has been pressed out- 
ward by accumulations of pus, the appearance to the super- 
ficial observer is not unlike that of ethmoiditis during the 
period of " cleavage " (see Fig. 67). 

What is the prognosis? 

Spontaneous resolution generally occurs in acute catarrhal 
cases, the result of transient closure of the ostium maxillare 
from simply taking cold. Chronic suppuration of the antrum 
rarely if ever gets well spontaneously. 

What is the treatment? 

In acute catarrhal cases an effort should be made to restore 
the patency of the ostium maxillare in the following manner : 
The parts about the middle turbinated body should be thor- 
oughly cocainized by means of pieces of absorbent cotton 
saturated with a 4 per cent, solution of cocain placed within 
the middle meatus, after which an application of a 4 per 
cent, solution of antipyrin and a 3 per cent, solution of men- 
thol in olive oil should be made with an atomizer, and the 
parts then covered with powdered calomel. These applica- 
tions should be made daily at the physician's office, the patient 
in the meanwhile using Formula 24 as a snuff every hour or 
two. Treated in this manner, resolution generally occurs in 
three or four days. 

It should be borne in mind that all of the accessory sinuses 
of the nose can be inflated with air in the same manner as the 
ear by means of Politzer's air bag. The parts in the neigh- 
borhood of the ostium maxillare should be cocainized in order 
to render this orifice as patulous as possible. The patient 
should then lie down with the affected antrum uppermost, 
and puflT out his cheeks and close the auditory meati with the 
forefinger-tips, in order to protect as far as possible the 
middle ears firom over-inflation. The Politzer air bag is now 
filled with the vapor of menthol-chloroform, its nozzle inserted 
into the noetril, both alae being closed about \\. m\Xv ^^ 
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thumb and fingers of the left hand in such a manner as to 
produce an air-tight joint. The bag is then suddenly com- 
pressed with the right hand and chloroform vapor enters all 
the accessory cavities of the nose as well as the middle ear. 
Puffing out of the cheeks causes the palate to be drawn U|> 
ward by the action of the tensor and levator palati and com- 
pletely closes the pharynx, so that no air can escape through 
the [wsterior nares, and hence when the Politzer bag is com- 
pressed, increased pressure is produced within the nose and 
all its accessory cavities, of which in this connection the 
middle ear may be considered one. With the patient in the 
position described above air bubbles through an accumula- 
tion of mucus or mucopus in the antrum and forces it out 
through the ostium maxilhire into the nose, and the pro- 
cedure may be repeated sufficiently often to completely empty 
this cavity, the chloroform vapor acting as an anesthetic 
antiseptic, and the heat of the parts causes it to expand to 
a greater bulk than an equal volume of air would do. 

This method of treatment is esi)ecially used in the early stages 
of disease of any of the nasal accessory cavities. The intense 
frontal headache sometimes resulting from vacuum conges- 
tion of the frontal sinuses in acute nasal catarrh quickly can 
be relieved by a])plying pledgets of absorbent cotton saturated 
with a 4 per cent, solution of cocain to the neighborhood of the 
infundibuli, and, after their removal, inflating with chloro- 
form vapor the frontal sinuses in the manner described above. 

The Politzer air bag is filled with chloroform-menthol 
vapor by the following method : A glass-stoppered bottle is 
kept partly full of chloroform in which some crystals of 
menthol are dissolved. The portion of the bottle above the 
level of the fluid soon becomes filled with the vapor of chlo- 
roform-menthol, and it is only necessary to insert the nose- 
piece of the Politzer bag into the mouth of the bottle and 
allow the bag to expand to fill it wdth menthol-chloroform 
vapor. A drop or two of the solution can, if deemed neces- 
sary, be placed in the Politzer bag with an ordinary medicine- 
dropper ; but under such circumstances the amount of vapor 
ap[)lied to the nasal chambers is generally sufficient to cause 
irritation and discomfort rather than a sedative effect. 
lu chronic cases efficient drainage is of primary impor- 



TREATMENT. Ill 

tance. This may be accomplished by drawing the second 
molar tooth and penetrating the antrum through the socket 
of its inner fang by means of a small trocar and cannula. The 
trocar may also be made to pierce the cavity of the antrum 
through the canine fossa, or preferably through the inner 
wall of the nose 43eneath the interior turbinated body. In 
this latter position the opening should be made large enough 
to permit a thorough exploration of the cavity by means of a 
probe, and the breaking down of adventitious septa or ledges 
of bone should they be found. The opening into the antrum 
through the nose can be enlarged to any necessary extent by 
means of the nose-bar shown in Fig. 54, fitted, without its 
shield, into a universal mirror-handle. No matter in which 
position the opening into the antrum is made, the cavity 
should be thoroughly cleansed once a day by means of a 
suitable syringe. Of the solutions reconmiended for use 
inside the antrum, a 3 per cent, solution of peroxid of hydro- 
gen, followed by a 1 to 2 per cent, solution of nitrate of silver, 
probably yields the best results. The antrum should first be 
irrigated with warm berated water, in order to remove the 
major portion of the accumulated mucus. The solution of 
|)eroxid should then be thrown into the antrum and allowed 
to bubble out through the nose for a minute or two. The 
antrum is then again irrigated with warm berated water. A 
quantity of a 1 per cent, or even a 2 per cent, nitrate of 
silver solution sufficient to completely fill the antrum is then 
thrown in and allowed to remain for half a minute or longer, 
and is then washed out with the boric-acid solution, and the 
antrum dried by means of a current of warm air. This 
thorough treatment should he done by the surgeon every 
second or third day, the patient in the meanwhile washing out 
his antrum each day with hot berated water. In suitable 
cases a speedy cure is obtained by using two or three quarts 
of this solution as hot as can be borne (110°-120° F.). A 
hard-rubber tube of sufficient size to fit accurately the open- 
ing through the alveolus is attached to a fountain-syringe. 
The patient then bends forward over a bowl, and the fluid, 
after flowing through the antrum, escapes from the nose into 
the Iwwl. 

When the openiDg into the antrum is made Vveu^^lVi \,W\s\.- 
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ferior turbiuated body, the nasal chamber behind the opening 
should, whilst syringing the cavity, be so packed with absor- 
bent cotton saturated with fluid petrolatum as to prevent 
the fluids used in syringing the antrum from coming into 
contact with the nasal mucous membrane. In the treatment 
of disease of the maxillary antrum it seems needless to 
remark that any co-existing disease of the nasal chambers 
should receive the careful attention of the surgeon. 

What is the most common disease of the frontal sinus ? 

Catarrh of the frontal sinus is more common than similar 
disease of any of the other accessory sinuses. The disease, 
however, more rarely goes on to suppuration, because the 
infundibulum often affords ample drainage from the most de- 
pendent portion of the cavity. Suppuration in the frontal 
sinus probably only occurs as the result of long closure of the 
infundibulum, traumatism, gonorrheal infection, maggots in 
the nose, syphilis, and the development of tumors within the 
sinus itself. 

What are the symptoms of catarrh of the frontal sinus? 

Frontal headache, which sometimes develops into severe 
pain, with nausea and vomiting. 

What is the treatment? 

The headache and pain can sometimes be relieved in the 
following manner : The parts about the infundibulum are 
first thoroughly cocainized, either by means of absorbent 
cotton saturated in a 4 per cent, solution of this drug, or by 
means of the spray from an atomizer containing a 2 per cent, 
solution of cocain. The nozzle of a Politzer bag filled with 
the vapor of chloroform or menthol is then so placed within 
the nose that its orifice points toward the infundibulum. If 
now the rubber bag is suddenly compressed, some of the 
vapor may penetrate the frontal sinus, and be followed by 
instant relief from frontal headache and pain. Should this 
maneuver succeed, Politzer*s bag should be used in the 
manner described at sufficiently frequent intervals to prevent 
a return of the frontal headache. The application of cocain 
should he followed by spraying the upper portion of the nose 
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with a 4 per cent solution of antipyrin and a 3 per cent, 
solution of menthol in fluid albolin (Formulas 7 aud 8). The 
patient should also use Formula 24 in the manner prescribed 
for acute rhinitis, and every effort should be made to main- 
tain the infundibulum in a patulous condition until the in- 
flammation of the frontal sinus subsides. To prevent re- 
current attacks of catarrhal inflammation of the sinus, it may 
be desirable to remove the anterior portion of the middle 
turbinated body. 

What are the ssrmptoms of purulent disease of the firontal 
sinus? 

The headache is usually persistent, but may assume an 
intermittent type. Upon inspection the parts about the in- 
fundibulum will be found red and swollen and covered by 
a small amount of pus, sometimes offensive in character. 
If the discharge is greatly obstructed, the roof of the orbit 
may be so far crowded downward as to produce displacement 
of the eyeball with diplopia or even amaurosis, while the 
anterior wall of the cavity may bulge forward in such a 
manner as to produce marked facial deformity. Should the 
posterior wall be displaced, dulness, apathy, increased head- 
ache, and other symptoms referable to the brain will probably 
manifest themselves, or meningitis or brain-abscess may occur. 

What is the treatment? 

Should it be impossible to establish free drainage, either in 
the manner already described for the treatment of catarrhal 
disease of the frontal sinus or by the removal of a portion of 
the anterior part of the middle turbinated body, it will be 
necessary to establish an opening into the antrum at a |)oint 
below the eyebrow, near the root of the nose. After section 
of the skin and elevation of the periosteum the bone may be 
[lenetrated with a trephine or drill, and a sufficiently large 
opening made to permit of a thorough exploration of the 
cavity of the frontal sinus and the detection of a tumor or 
necrosis as the cause of the suppuration. After the external 
opening has been made, the cavity of the frontal sinus should 
be treated in the same manner advised for suppuration of the 
maxillary antrum. Free drainage from the froviUi ^^\\ix«» 

8 
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into the nose should be established before allowing the ex- 
ternal opening to close. 

What are the most common diseases affecting the ethmoidal 
sinuses? 

Catarrhal inflammation and purulent disease. Purulent 
disease of the ethmoid cells is usually associated with caries 
or necrosis of the bony structures, and is sometimes followed 
by exophthalmos, orbital abscess, and even meningitis and 
death. 

What is the etiology ? 

The disease usually develops from disease within the nasal 
cavity, and rarely from causes within the orbit. 

What is the pathology? 

The disease generally presents the symptomatology described 
under Necrosing Ethmoiditis ; the pus, however, always bur- 
rows toward the point of least resistance, which in some 
instances is the orbit, with the result of orbital abscess. In 
some cases of orbital abscess pressure upon the eyeball results 
in the flow of pus into the nose. 

What is the treatment? 

In many cases simple cleansing of the nasal mucous mem- 
brane by means of disinfectant sj)rays and washes (Formulas 
1 and 2) and the frequent application of an iodin solution 
(Formula 10) seem, with Politzerization, to be all the inter- 
ference desirable. In other cases drainage from the ethmoid 
cells can be greatly improved by the removal of a portion of 
the middle turbinated body, either by means of the snare, 
Farn ham's alligator forceps, or Berens* scissors ; or, better, 
when there is sufficient space, Myles' or Griinwald's forceps. In 
cases where the ethmoid cells lie very superficial, this opera- 
tion, which is easily accomplished, gives notable relief. When 
an orbital abscess has formed, it should be opened, and if 
deemed necessary the curet used until a sufficiently wide open- 
ing is established into the nose. The parts are then packed 
with gauze, which is renewed from day to day, care being used 
at each dressing to maintain the opening into the nose until the 
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parts have thoroughly healed, the curet being used from time 
to time if necessary. 

Describe purulent inflammation of the sphenoidal cells. 

It is probable that catarrhal disease of the sphenoidal cells 
is of not infrequent occurrence. Generally, it subsides 
spontaneously. The situation of the ostium sphenoidium is 
such as to favor the development of purulent disease of the 
sphenoid with final necrosis, and somewhat numerous cases 
are recorded in which this has occurred. 

What are the symptoms? 

Purulent discharge through the nose and pharynx ; pain, 
at first in the upper part of the throat, and later involving 
the whole side of the face. Ocular symptoms occur as the 
result of the proximity of the optic foramina, and vary from 
impairment of the periphery of the field of vision to com- 
plete blindness. 

What is the treatment? 

The treatment should consist, until an operation is deemed 
advisable, in the use of disinfectant sprays and washes 
(Formulas 1 and 2), and the application of alterative solutions 
to the mucous membrane of the upper part of the nose and 
vault of the pharynx. 

If necessary, the sphenoid antrum may be penetrated 
through the nose at its most dependent position by means of a 
trocar or drill ; but, as the danger of penetrating the cranial 
cavity is great in this position, the sphenoid antrum may be 
more safely opened in the vault of the pharynx through the 
lower part of the body of the sphenoid bone. If the wings 
and body of the sphenoid bone are necrosed, tlie diseased parts 
can probably best be reached through the orbit. Whether 
an opening has occurred spontaneously or has been made 
artificially into the cavities of the sphenoid, its patency sliould 
be maintained by suitable antiseptics and astringent waslies. 

What is the differential diagnosis between diseases of the 
accessory cavities? 
In disease of the antrum, the frontal sinus, and the ante- 
rior ethmoid cells the pus makes its way avYt^Tky^Vj \yw\ \^ 
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discharged through the nose. In disease of the middle and 
posterior ethmoid cells and the sphenoidal sinuses most of the 
pus finds its way into the pharynx. 

Placing the head well forward between the knees or lying 
upon the unaffected side favors a discharge of pus from the 
maxillary antrum, while the upright position favors a dis- 
charge from the other sinuses. 

Exophthalmos is most frequently the result of disease of the 
ethmoid bone, but may occur as the result of sphenoid disease. 
Ptosis, strabismus, or sudden blindness is generally the 
result of disease of the sphenoid, but narrowing of the field 
of vision may also occur as the result of ethmoiditis or disease 
of tlie antrum of Highniore. Facial neuralgia is most com- 
monly caused by disease of the maxillary antrum, which is 
probably the most commonly diseased of all the accessory 
sinuses. 

TUMORS. 

NASAL POLYPUS. 

What tumors are found within the nose ? 

Myxoma or mucous jX)lypus, fibroma or fibrous jwlypus, 
cyst, ecchondroma, exostosis, osteoma, papilloma, angioma, 
sarcoma, and carcinoma. 

In what respects do fibrous polypi differ from the soft or 
mucous polypi? 
Instead of being soft, gelatinous, and highly hygrometric, 
fibrous polypi are hard and fibrous. They usually have their 
attachment in the j)()sterior portion of the nasal chambers. 
When attached to the junction of the nose and pharynx the 
fibrous tissue is so abundant that the resulting tumor is a 
true fibroma almost as hard as bone. Nasopharyngeal 
fibroma are extremely vascular, bleeding sometimes at the 
slightest touch. They hang down from the vault of the 
pharynx so as to be plainly visible through the mouth, and 
may send prolongations into the nose and all of the adjacent 
cavities, either bending around obstacles or eroding their way 
through them, enlarging the nasal chambers, thinning the 
hones, and })roadening the bridge of the nose as they grow ; 
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causing great deformity, or what is sometimes called "frog 
face." Fibrous polypi are prone to degenerate into sarcoma, 
while mucous polypi do not display this tendency to so great 
a degree. Both mucous and fibrous polypi are probably local 
hypertrophies of the mucous membrane and submucous tissues 
that have undergone mucoid degeneration or fibrous change. 

Describe nasal cyst or cystic polypus? 

Nasal cyst usually occurs as a large sessile bladder, filled 
with a thin, watery, mucous fluid, and attached to the inferior 
turbinated bone. 

What is the etiology of polypus ? 

Any long-continued irritation of the nasal mucous mem- 
brane may result in polypi. The most common causes are 
ethmoiditis or defective nasal drainage, as the result either of 
bony ridges on the septum, a deviated septum, or of hyper- 
trophies of the lower turbinated bone, so that pent-up nasal 
discharges constantly keep the nasal mucous membrane in a 
soaked and boggy condition : the mucous membrane of the 
upper part of the nose being most prone to undergo polypoid 
degeneration from its pendent position. 

What is the treatment? 

Removal of the nasal polypi and the cause that produced 
them, in the manner described in the sections upon Necrosing 
Ethmoiditis and Hypertrophic Rhinitis. Tlie mere removal of 
the polypi is usually only the first step toward bringing about 
a cure of the nasal disease. Simple removal is usually 
followed by a relapse into the former condition. Therefore 
after the removal of the growth the surgeon should not be 
content until the parts from which they grew have firmly 
cicatrized, and it is well even then to see the case once every 
two or three months in order to ward off a possible relapse by 
snaring off promptly any small polypus or bud, which may be 
the first tendency exhibited toward a relapse into the former 
condition. 

As nasopharyngeal fibromata consist of fibrous tissue con- 
taining numerous large blood-vessels, which because of the 
hardness of the tissue in which they are \w\V^v\^^^iL <i»cs\\vRkN 



118 NASAL POLYPUS. 

contract, when severed, bleed profusely. Such tumors cannot 
readily be severed by an ordinary snare. The best imported 
steel piano wire usually snaps during the attempt, or the snare 
may be twisted into a cork-screw shape if an attempt is made 
to tighten the wire by turning the screw of the instrument 
with a wrench. The growth is, however, readily removed by 
means of a galvanocautery snare with its red-hot wire. 
Relapses are common, although the disease generally attacks 
children, and there is a distinct tendency toward slower growth 
of the tumor as the individual advances in years. 

It is generally somewhat difficult to encircle a nasopharyn- 
geal fibroma with a platinum wire because of its lack of 
resiliency, and imported steel piano wire will answer for use 
with the galvanocautery provided sufficient care is exercised 
not to heat it above a dull-red heat A loop of steel wire 
should be pushed through the one nostril until the loop 
appears in the mouth. Two fingers of the right hand are 
then passed through the loop and up behind the palate, 
posterior to the growth. By manipulating the ends of the 
wires hanging out of the anterior naris the loop is made to 
slide over the fingers and finally encircle the neck of the 
tumor. The procedure is by no means always easy, and the 
operator may be embarrassed by a somewhat profuse hemor- 
rhage. When the loop is in place, the ends of the wire are 
threaded into the galvanocautery snare and slowly tightened, 
and then the current of electricity in sufficient amount to bring 
the loop to a dull-red heat is applied, traction upon the loop 
being made in the meanwhile so that it will burn a short distance 
into the growth. The current is then turned off and the loop 
again tightened and the procedure repeated. Thus slowly 
and cautiously the growth should be severed from its attach- 
ment, for if the greatest care is not exercised the operator 
may encounter at any stage of the operation the most profuse 
and alarming hemorrhage, and the necessary appliances for 
quickly plugging with gauze or cotton both the anterior and 
posterior nares should always be conveniently at hand before 
undertaking an operation on one of these growths. 

They may be destroyed by electrolysis, but the process is 

somewhat painful and very tedious. The galvanocautery 

snare when it can be used is by far the preferable method of 
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treatmeDt It can he used during etlier narcosis, or even 
with loual anestbeaia. 

NASAL PAPILLOMA— SARCOMA. 
Describe nasal papilloma. 

Nasal jHipilloruiiU are wart-like growths most frequently 
attacLed to tht aeplurii iir inferior turl>irial*Hl bodies. Niimii 
papillomata are generally abundantly supplied with capillaries, 
and some of them bleed at the slightest touch. 

Wliat is the treatment? 

They should be removed with the snare and the place of 
their ini plantation touched with the gulvauocautery to prevent 
a recurrence. 

Describe nasal sarcoma 1 

Sarcoma within the nose present the same pathologic charac- 
teristics as when present elsewliere. It may occur as a 
primary growth, or result from the degeneration of fibroua 
polypi or papillomata. A nasal sarcoma is generally sessile 
and of a light reddish color. In children they grow very 
rapidly, and are prone to ulcerate with the result of produc- 
ing a fetid greenish or bloody discharge. Penetrating the 
surrounding structures, great deformity of the face often 
results. If growth occurs in an upward and trackward direc- 
tion, tinnitus, deafness, and severe pain are usually present, 
while death may occur from fiual involvement of the bratn 
in the disease. 

What is the prognosis ? 

In children the growth ordinarily occnrs so rapidly that an 
early fntnl issue is to lie expected, while in adults a slower 
growth makes early nod complete evulsion practicable. The 
ttmior will, however, return with increased malignancy if 
imperfectly removed. 

What is the treatment 7 

Early and complete removal of the growth, of course, 
preseniB the only chance of recovery. I'allirttive treatment 
consists iu the use of detergent washes and auovl^na o,'^'j\\>a»- 
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tions. A 4 per cent, solution of the muriate of cocain 
may be applied on absorbent cotton to relieve pain, and 
Formula 21 or 23 applied with the powder-blower for the 
same purpose and also as a disinfectant. Complete excision 
of the upper jaw on the affected side is necessary when the 
growth has attained any size, but even after the most complete 
operation relapses are the rule rather than the exception. 

NASAL CARCINOMA. 

Describe carcinoma of the nose. 

Carcinoma of the nose is of extremely rare occurrence as a 
primary affection, but may invade the nasal cavities from 
surrounding parts. It is usually of the epitheliomatous or 
encephaloid type. 

What is the treatment? 

Earlv and complete removal of the affected structures 
furnishes the only chance of a cure. Palliative treatment 
consists in cleanliness, nutrients, and the application of mild 
astringents to retard growth. 

SYPHILITIC RHINITIS. 

What is syphilitic rhinitis ? 

A diseased condition of the interior of the nose dependent 
upon the presence of syphilitic virus. 

What other names is it known by? 

Syphilitic catarrh or ozena ; specific rhinitis ; and, according 
to the stage of the disease, syphilitic coryza; nasal gumma; 
tertiary nasal syphilis. 

What is its pathology ? 

It is exceedingly rare to find the primary lesion of syphilis 
or chancre existing inside the nose, from the fact that the 
syphilitic virus is rarely introduced inside the nasal chambers, 
and that, should such an event occur, the secretions of the 
parts tend to wash away the morbid matter before inoculation 
takes place. Secondary lesions of the nasal mucous mem- 
brane are analogous to, and often coincide with, those appear- 
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ing upon the skin. They vary from a mere erythema of the 
nasal mucous membrane with increased secretion to intense 

« 

hyperemia and swelling, with the presence of shallow ulcers, 
secreting a sanious and offensive mucopus. During the 
tertiary period, nasal gummata are by no means rare. They 
appear as irregular nodulated swellings distending the mucous 
membrane of any part of the interior of the nose. A nasal 
gumma may be absorbed, leaving in some instances a charac- 
teristic cicatricial contraction, or it may break down and 
produce an ulcer, before which the cartilages and even the 
bony structures of the nose may melt away like wax as the 
ulceration rapidly extends, thus producing in a marvelously 
short time the most hideous deformity. When the ethmoid 
has thus been necrosed and exfoliated, there may remain, 
after the healing process is complete, but a thin fibrous mem- 
brane between the interior of the nose and brain. In other 
instances the septum, nasal processes of the superior maxillary, 
and the nasal bones may be partly destroyed in such a manner 
that the nose becomes flattened upon the face, producing a 
most serious deformity. In aggravated cases the soft parts 
may also be involved in the process, until finally the anterior 
nares are represented merely by an irregular hole in the face. 
During the ulcerative process of a gumma the breath is 
generally very offensive, while a peculiar odor emanates from 
the bodies of all syphilitic persons in whom the disease is 
active. Hereditary syphilis pursues the same course as the 
tertiary form of the acquired disease. 

What is the treatment? 

Constitutional treatment is of primary importance. The 
primary and secondary lesions are probably best treated by 
the internal administration of a pill containing } of a grain 
of the protiodid of mercury (Formula 27). The patient may 
take one of these pills three or four times a day, and a 
sufficient quantity of opium should be administered to prevent 
their producing diarrhea. Any ulceration upon the nasal 
mucous membrane should be touched every other day with 
the acid nitrate of mercury, 1 part to 4 parts of water, 
until they are healed ; and the inflammation treated in the 
meanwhile as a case of simple chrome T\\\\i\\A'&. ^Q.^^N<et. 
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although the applications of acid nitrate of mercury are 
effectual in bringing about a rapid healing of the ulceration, 
they are somewhat painful ; and if the patient complains 
bitterly of the pain, a solution of nitrate of silver, 60 grains 
to the ounce, should be substituted or the ulcerations merely 
may be dusted with powdered calomel. Calomel should not 
be used locally, of course, when the patient is taking potassium 
iodid. 

In tertiary syphilitic rhinitis the "mixed treatment" answers 
a very useful purpose, for, while the iodid of potassium is not a 
specific in syphilis in the sense that mercury is, yet it gives a 
much quicker result in controlling tertiary manifestations. 
One, two, or three teaspoonfuls of Formula 26 may be given 
three or four times a day, according to the emergencies of the 
case and the patient's susceptibility to mercury. Mercury 
may also at the same time be administered by inunction or 
fumigation, or, in cases where the most speedy effect possible 
upon the syphilitic lesion is desired, it may be administered 
hypodermieally. From 8 to 20 minims of Formula 38 should 
be injected into the cellular tissue of the back every day 
or at less frequent intervals. If thrown into the cellular 
tissue of the back, a solution of corrosive sublimate, not 
stronger than that of Formula 38, will not produce an ab- 
scess, but causes some pain, which, however, quickly sub- 
sides ; while the insoluble compound of mercury at first pro- 
duced in the tissues is sloivly absorbed and exerts a constant 
action upon the disease unattainable by any other method of 
using the drug, because of its rapid elimination from the 
system. But a few hypodermic injections are ordinarily 
required to limit the spreading of a gummatous ulcer, which 
speedily assumes a more healthy appearance. In eases where 
gunimata are so situated as to cause obstruction to nasal 
respiration, pain, and intense headaches from pressure, the 
action of medicines upon the growth are too slow, and opera- 
tive procedures must be resorted to. A gumma may be 
removed from a turbinated bone with the snare, or scraped 
from the septum with a large nasal curet. Such operations, 
however, should not be performed upon patients of debilitated 
constitutions, or those who are not, or cannot quickly be 
brought under the influence of mercury, as otherwise the 
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WDuad made hy the operation v:\\\ not heal, and may result iu 
extensive ulceration. When a nusal gumma has broken 
down and is ulcerating, the parts should be kept acru'pulotisly 
cle-an by the use of an antiseirt.ic solution (Fonuula 2 or 3J, 
aud the wound stimulated to heal by the daily application of 
aciil nitrate of mercury dilnteil with four parts of water. 
Woumis resulting from operations njion gummata bIiouIiI 1>b 
treiiteil in the same way until the healing process in complete. 

DISEASES OF THE SEPTUM. 
Describe the anatomy of the septnin. 

The nasal !*e|>lum consists of I>oiie and cartilage covered by 
mucous iriendiruiie. Its carlilaginous portion is the ao-called 
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trianguUr cartilage, because it fits into a triangular apace 
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vomer (Fig. 68). It articulates with the perpendicular plate 
of the ethmoid, the vomer, nasal crest of the superior maxil- 
lary and palate bones, the nasal spine of the superior maxil- 
lary, the lateral shield cartilages, the crest of the nasal bones, 
and the nasal spine of the frontal bone. Besides the per- 
pendicular plate of the ethmoid and the vomer, the nasal 
crests of the superior maxillary, palate, and nasal bones, as 
well as the nasal spines of the superior maxillaries, enter into 
the formation of the septum, the rest of the septum fitting 
into a groove between these two sets of processes. The nasal 
septum is covered by mucous membrane, beneath which, near 
the nasal floor, is ill-developed erectile tissue, and above the 
specialized nerve-filaments of the sense of smell. 

DEVIATION OF THE SEPTUM. 

What is understood by deviation of the septum ? 

Normally, the septum is vertical, but after the seventh 
year, deviations generally toward the left are somewhat fre- 
quent. Such deviations from the vertical only may be con- 
sidered pathologic when they interfere decidedly with nasal 
respiration or, by pressure upon the middle or inferior turbi- 
nated body, cause pain or nasal reflexes. 

What is its etiology? 

Traumatism is by far the most common cause of the pathologic 
deviations^ the most frequent traumatism being a dislocation 
of the triangular cartilage and the anterior portion of the 
vomer from each other and their attachment to the nasal 
crests of the superior maxillaries. Under such circumstances 
the deviation is of the so-called angular variety, because the 
dislocated horizontal edge of the septum projects into the ob- 
structed nares as a sharp edge or ridge running back as far as 
the dislocation extends. The dislocation rarely or never 
involves tlie whole septum, because the posterior portion of 
the septum is defended from the effects of traumatism by its 
bony lateral walls. Rarely is more than the anterior third 
of the septum involved in a deviation, and it is therefore 
more exact to speak of a deflected area of a septum rather 
than a deviated septum. 
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Between the edges of the dislocated bones and cartilage 
"provisional callus" is thrown out, which finally unites the 
separated edges with a firm bony or cartilaginous union, 
usually thicker than the normal septum, and hence the 
so-called " hypertrophied angle" of a septal deviation. It 
will be seen that after the organization of the " provisional 
callus" that the septum has notably increased in size, it is 
redundant and too large to occupy a vertical position within 
the nose. 

It will be observed that a partial dislocation of the vomer 
from the nasal crests of the superior maxillaries necessi- 
tates a vertical bending of the triangular cartilage toward the 
obstructed naris, and either a drawing downward of the tip 
of the nose, a fracture of the cartilage, or a separation of the 
cartilage from its articulation with the vomer, and in extreme 
cases also partly from its articulation with the perpendicular 
plate of the ethmoid. It is probable that in the majority of 
cases the latter takes place, as in most traumatic or angular 
deviations there is usually considerable thickening at the 
posterior articulation of the triangular cartilage with the 
bones of the septum, the result of the deposit of provisional 
callus. It follows that in all deviations of the septum there 
is redundancy of the deviated area, both in the vertical and 
horizontal direction. According to the extent j)osteriorly of 
the dislocation of the septum from the superior maxillary may 
the deviation be described as vertical or horizontal. In com- 
paratively rare cases a vertical deviation of the septum will 
involve so little of the septum anteroposteriorly as scarcely to 
admit the blunt end of a lead-pencil into the deflected area at 
the base of the septum. Such a deflection probably would 
result from a very rapid and violent bending of the tip of the 
Dose to one side. 

Probably the larger number of deviations, so slight as not 
to be considered pathologic, are the result of a faulty (levelo|>- 
ment of the bones of the face or unilateral i)aralysis of the 
dilator muscles of the anterior naris. During inspiration the 
anterior nares are dilated by muscular action. Slioukl this 
not take place on one side a partial vacuum would be formed 
during inspiration in the corresponding nasal chambers, and 
it is stated that this partial vacuum is sutt\c\ei\t m ^o\\\^ c»s«» 
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to deflect the septum from the median position. It is stated 
that adenoids and other causes of defective nasal respiration 
cause a high arching of the palate, and the septum crushed 
between this abnormally high arch of the palate and the 
nasal bones is bowed, as it were, out of the median position. 
During the development of the bony parts of the septum the 
floor of the nostril is not rigid ; for the sutures between the 
maxilla, palate, and intermaxilla are wide and are filled in 
with soft tissue, on which the septum rests. Should ossifica- 
tion of this soft tissue occur too soon, it is stated that it would 
materially interfere with the growth of the septum, causing it 
to be deflected or crumpled. 

As a matter of fact, a comparatively large proix)rtion of 
deflected septa are encountered, associated with a high arch 
of the palate, in which the deviation is pathologic and evi- 
dently not traumatic. Such deviations are curvilinear instead 
of angular, sometimes S-shaped, and there is usually little or 
no thickening of the sutural lines. However, they rarely if 
ever involve the whole septum. 

What is the pathology of deviation of the nasal septum? 

The pathology has been already discussed somewhat at 
length under the etiology of the condition. Septal deviations 
occur in almost endless variety. A simple classification is 
physiologic and pathologic, angular, with or without hyper- 
trophied or thickened tissue at the angle, round and S-shaped, 
vertical and horizontal. The deviation usually involves 
little more than the anterior third of the septum, and almost 
never if ever the entire septum. In almost all cases of sharp, 
angular deviations hypertrophic changes occur at the apex 
of the angle, the narrowed nostril being still more obstructed 
by the bony ridge. 

What are the symptoms? 

There is sometimes some deformity of the external nose, the 
tip of the nose being turned to one side or the bridge flat- 
tened. The degree of obstruction in the narrowed nostril is 
in j)roportion to the deviation of the septum and may amount 
to occkision. Usually in such cases there is complete obstruc- 
tJon to inspiration from a valve-like action of the ala of the 
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affected side, while expiratiou is somewhat free and uu 
petled 08 the result of the blowing outward of the ala by the 
expireil air. Nasopharyngeal catarrh ia usually present and , 
is the direct result of the deviution. It will be observed that 
during inspiration a partial vacuum occurs posterior to the • 
obstruction, and consequent vacuum congestion ; that is, the 
decreased atmospheric pressure behind the ol)struction eu- 
gorges the blooil- vessel a of the mucous roembraue by a species 
of suction. The vacuum congestion and consequent catarrhal 
infiammation frequently exten<l backward to the nasopharynx. 
Vacudrn congestion also occurs within the dilated portion of 
the unobstructeil nostril, and when chronic catarrh of the 
middle ear results, it is often that upon the side of the unob- 
structed nostril that first is affected. It njight be objected to 
this mechanical theory of the causation of vacuum congestion 
back of a defiected area u^mn the septum that any partial 
vacuum resulting during inspiration would be counteracted 
by increased pressure during expiration. That this is not 
the ease is due to the faut that expiration is more deliberate 
and passive than inspiration and the valve-like action of the 
ala referreil to above. 

The amount of obstruction to nasal respiration resulting 
from a deflected septum is precisely the same as if the ob- 
struction resulted from au exostosis. When the olwtruction 
is complete for inspiration the individual loses oue-half his 
nasal breathing space ; for what breathing space is lost in one 
nostril is not compensated for bv increase<l breathing space in 
the other, because the unobstructed nostril is not larger, either 
anterior or posterior to the obstruction, and hence will not 
transmit more air than if the septum were not deflected. 

In the dilateil area of the unoletructed nostril the inferior 
and aometimes the middle turbinated bodies are frequently 
hypertrophied, probably as the result of the increased hiood- 
eupply residting from the decreased atmospheric pressure in 
the dilated area referred to alwve. As the result of such 
hypertrophy the breathing space within the dilateil area may 
be reduced to normal limits. In the obstructed m»ttril the 
turbinateil bo<ly may become atrophietl from the pressure of 
the deflected septum. Should the deflection be so located as 
to cause pressure n]>on the middle turliiualed VioA-j , '^jsw^ *»'*■ 
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nasal reflexes are usually present Fortunately deflection of 
the septum in this region is comparatively rare, and if pres- 
ent without obstruction to respiration the removal of a portion 
of the middle turbinal will prove an easier and more satis- 
factory operation than an attempt to restore the septum to a 
vertical position. Pressure symptoms may also be relieved 
in some cases by the removal of a portion of the septum by 
saw or chisel. 

In some cases when the deflection is so slight as scarcely 
to be considered pathologic erosions occur upon the septum. 
The inspissated secretions of such erosions being in a hollow 
of the septum, and hence not in the direct breath-current, are 
usually removed by the finger-tip or by violently blowing the 
nose. Usually some of the septal tissue is removed with the 
accumulation and hemorrhage results. The condition is a 
common cause of recurrent nasal hemorrhage. When such 
accumulations are removed by the finger-nail the erosion 
usually becomes deei)er and deeper, until the individual liter- 
ally picks a hole through his septum. The condition is often 
best corrected by excising a sufficient portion of the septum 
in front of and, if necessary, behind the erosion to secure a 
flat surface. The erosion usually then promptly heals and 
" scabs " cease to recur. Depressions upon the septal surface 
apparently only produce the symptoms described above when 
they exist at the anterior portion of the septum, because the 
more abundant secretion of the deeper portions of the nose 
prevent drying of accumulations in any hollow area of the 
septum. 

What two factors interfere with the success of operations for 
the correction of deviation of the nasal septum ? 

Redundancy and resiliency. The septum is too large to 
occupy a vertical position within the nose, and hence any 
operation to be successful must provide for the redundancy 
of the septum, both in the horizontal and vertical direction. 
The simplest method would seem to be a rectangular crucial 
incision through the center of the deviation. After such an 
incision, if the deviated area of the septum is brought into the 
median position, the edges of the four triangular flaps overlap, 
and thus the redundancy of the septum in both the horizontal 
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uid vertical directions is provided for. Redundancy of the 
septum is equally well provided for hy multiple iueisiom 
thritugb the septum, crossing each other at a couittion center, 
and Ity L, 1, U, and X incisions through the septum. This is 
far from lieiug true ob regards the resiliency of the septum. 
fteptai resiliency is best counteracted by means of a long, 
narrow, quadrilateral flap. 

It must not he supposed that because the deviated area of 
a septum is ti>u large to be crowded into a position on a plane 
every (mint of which is equidistant from the lateral walls of 
the noae, that, therefore, the tissties of the deviated septum 
are subjected to tension which, if released, would result in 
the deviated area of the septum assuming a normal vertical 
position as the result of its resiliency. On the contrary, if a 
deviated septum be disMwted out from the nose, its deviated 
area does not change its shape, and if pressed into a position 
parallel to the rest of the septum, it immediately springs hack 
into its original deflected position as soon as the pressure is 
released. However, this is true to n somewhat less degree if 
the redundancy of the deviated area ia provider! fi>r in both 
the horii«)ntal and vertical directions by any of the incisions 
mentioned al>ove, because under such circumstances the fia|ie 
overlap and the inherent resiliency of the septum is not in- 
creased by compression. It must not be imagined, as stated 
hy some authors, that the resiliencyof the septum w destroyed by 
incisions of any shape, mentioned alwve, as the resulting flaps 
when bent ail tend to spring back into their former position. 

Resiliency of the septum is an inherent quality of Iwth the 
bony and cartilaginous septum. However, if the bony |wr- 
tii>n l>e fractured, the broken bone remains in the position in 
which it is placed, and the resiliency at the line of fracture is 
destroyed. The cartilage of the septiim, on the other hand, is 
not readily frai-tureii, but when ]wnt at a right angle or 
more, its resiliency if greiilly Icswueil for a considerable lime. 

Wltat operations have been devisedfor correction of deviation 

of the nasal septum ? 

The simplest o])ernlion is that introduced by Boaworth — 

ml of the hy|)ertrophie(i angle of the deviation with 

The operation is successful to the extent that it 
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secures increased breathing space in the obstructed nostril, 
and the septum probably is brought more nearly into the 
median line as the result of the contraction of the resulting 
scar. 

Fletcher Ingals of Chicago makes an oblique incision 
through the membrane of the convex portion of the promi- 
nence. He then detaches the membrane a certain distance 
on each side of the cut from the underlying cartilage, ex- 
posing the latter. A triangular piece is then cut out, the 
base of the triangle being at the floor of the nose. Care 
should be taken to detach the cut piece from the lining mem- 
brane of the other cavity without tearing or cutting through it. 
The first incision is closed by stitches, and the cartilage is 
pressed into line and supported by means of tampons. 

An operation formerly frequently performed in Philadelphia 
is described by Sajous as follows : " The least difficult operation, 
and one which has always given me great satisfaction, in 
simple cartilaginous deflections, is an incision through the 
protuberance, following its long axis. A smart hemorrhage 
occurs as soon as the incision is made, but it soon ceases. 
The end of the finger being introduced into the nostril, the 
septum is forcibly pushed beyond the center and maintained 
there by packing the previously obstructed nostril with car- 
bolized oakum. The cut edges of the cartilage override each 
other, and after a couple of weeks are firmly united." In 
this operation the lower portion of the septum is practically 
immovable by the finger, and hence the upper portion of the 
septum when brought into the median line hooks over the 
lower because of its redundancy, and to a certain extent is 
prevented from returning to its former deflected position. 
However, Sajous does not depend upon this support, but uses 
a pad of oakum. Seiler describes practically the same oper- 
ation, but uses as a means of support a steel pin, which, while 
the finger is still in the nose, is thrust through the skin at 
the lower extremity of the nasal bones and then downward be- 
tween the finger and the septum until its point is imbedded 
in the portion of the septum below the horizontal incision. 
After the finger is withdrawn from the nose, a few blows from 
a lead mallet serve to drive the pin firmly, into the superior 
maxillary bones at their suture. At the end of about ten 
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diiyB tiie Bteel pia becomes loose and uaelesa as a meaos of 
support aud has to be withdrawn. 

Wataon describes hia operation as follows: "I make an 
incision, which may be called a bevelled incisioo. The edge 
of the knife ia directed upward and toward the opposite side, 
and carried through the cartilage, but uot the mucoua mem- 
brane of the opiwsite side. The incision ia made just at the 
crest of the deviation. Any vertical deviation is cut out, as 
before described (Ingals' operation^ The upper portion ia 
then pressetl over toward the other side, where it hooks itself 
on the lower, and is thus held in place." 

Watson's operation is apparently a t 
combination of the methods of Ingals t 
detail of Watson's operation is original e 
be more carefully bevelled his horizontal i 
apex of the deviation. When the apes of the deviation i 
not hyiiertrophied, it would seem that in so thin a structure 
aa the septum it is impoaeiltle to obtain any appreciable bevel, 
and as beveJling does not increase the resistance to the septum 
assuming its former abnormal position, it is difficult to under- 
stand ila importance. The preservation of the mucous mem- 
bmne on the concave surface prevents the flap being bent at 
ft sufficiently acute angle to destroy its resiliency. In the 
older operations of @ajous and Seller this same hooking of the 
upper fragment over the lower was ibuiid not sufficient to 
retain the parts in jwsition, probably because of pressure- 
neiTosis ; and support for a tediously long period by pins or 
plugs was found insufficient to secure invariably giwd results. 

The writer's method of operating for deflection of nasal 
Kptum is as follows: A U-shaped incision (Fig. 69j is made 
around the deviated area (a), which then becomes a quadrilal^ 
■eral flap, covering a hole in the septum; a sortof trap^loor with 
a spring hinge holding it in a deviated position. This qiia<]- 
rilat«ral flap is then, with the finger-tip, pushed through the 
hole ill the septum, which it covers, and its neck (c) ia bent at 
the same time at a right angle. If the deviation area is of 
the horizontal type and extends far back along the septum, 
the neck of the quadrilateral flap will contain a considerable 
amount of hone. When the neck of the flap is lient at a 
right angle this lione will be fractureil with a 6aiv\i, cSwa. 
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audible at a considerable dietanee. The resiliency of the 
boiiy portion of tlie flap is then completely destroyed, because 
fractured bone remaioB in the position in which it is placed. 
As a matter of fact it, to a certain esl«nt, acts as a splint to 
retain the cartilaginous portion in a vertical plane, which it 
is usually impossible to fracture even by bending to a right 
angle. 

However, by the thorough bending of the cartilage, the 
resiliency of the flap is diminished, for the time being, to the 
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extent that it han^ without support in the vertical position, 
its redundant edjre overlapping, without pressure, the edge of 
the hole in the septum, in front, below, and behind. 

The qnadriloteml shape of the flap has much to do with its 
remaining in a vertical plane. In any cartilaginous septal flap 
the resiliency tending to reproduce the original deformity is 
proportionate to the width of the base (r) of the flap. la the 
' iangu)ar flaps used by Asch, Roberts, Watson, and others the 
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width of the base of the flap rapidly increases with the size of 
the flap. In the quadrilateral flap the base of the flap (Fig. 
69, c) is always of the same width as its edge (6), and conse- 
quently, because of constantly increasing leverage proportion- 
ate to the length of the flap, in long, narrow, cartilaginous fla[)s, 
but very little support at its lower edge (6) is required 
to maintain such a flap in the vertical plane. This very im- 
portant factor in the success of operations for the correction of 
septal deflections may be demonstrated by cutting flaps of 
various shapes in the side of a rubber ball, the resiliency of 
which may be compared to that of the cartilaginous 8e})tuin. 
It will be observed that long, narrow, quadrilateral flaps cut 
in the rubber, when bent into a vertical plane, manifest but 
little tendency to spring back into their former position. Right- 
angled triangular flaps, on the contrary, when bent into a 
vertical plane are maintained in the new position only by exert- 
ing considerable pressure. Hence long, narrow, quadrilateral, 
cartilaginous, septal flaps, when bent into a vertical plane, 
remain almost without support in their new |)osition. Hence, 
Myles has modified the writer's operation in narrow vertical 
deviations by making a vertical, long, narrow, quadrilateral 
flap of the deflection without cutting through the mucous mem- 
brane of the concave surface. It is not necessary, in most 
instances, to diminish the resiliency of such a flap by thorough 
bending of its base, and healing is said to result more quickly 
as the result of preservation of the integrity of one mucous 
surface of the septum. However, extremely narrow vertical 
deviations of the anterior part of the septum generally heal 
rapidly and give very little trouble, and it is safer to more 
thoroughly bend any septal flap than is ])08sible if the intt^g- 
rity of one mucous surface is preserved. Tlie main idea in 
devising this operation was to provide a better method of 
overcoming the resiliency of the septum than those in vogue, 
and all other considerations are 8acrifice<l to this idea. In 
the more modern operations it is not septal redundancy, but the 
n^lect or the impossibility of providing for 8e[)tal refsiliency 
that causes failure. The resiliency of the septum is exerted 
for months upon septal flaps afler apparent healing, and often 
gradually reproduces, in part at least, the original deviation. 
It b impoanble to judge of the success of a\i v^Yet^^^^"^ ^^"^ 
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septal deviation until at least six months have elapsed. 
Therefore it is best in most instances to slightly overcorrect 
the deviation. 

The technic of the writer's operation is as follows : Both 
sides of the septum are anesthetized by packing the nose 
with pledgets of absorbent cotton saturated with a 8 to 4 
per cent, solution of cocain. This is allowed to remain in 
contact with the parts for one-half to an hour, in order that 
this weak solution of cocain may penetrate deeply into the 
tissues. The nostrils are sprayed with a 10 per cent, watery 
extract of suprarenal capsule. The line of incision is then 
painted by means of a cotton-tipped probe with a 10 per cent, 
solution of cocain in order to produce profound superficial 
anesthesia. 

The field of o})eration is brought into view by means of the 
self-sustaining speculum (Fig. 23), and a straight Bosworth 
saw is introduced into the ol)structed nostril, close to and 
parallel to the floor of the nose. The septum is sawed trans- 
versely until the saw has obtained a firm hold upon the tis- 
sues ; the direction of the sawing is then somewhat rapidly 
changed, until it becomes nearly vertical, the saw meanwhile 
being carefully maintained in a position exactly parallel to the 
septum. A gush of blood from the unobstructed nostril indi- 
cates that the sawing has extended through the septum. The 
saw is now ])artly withdrawn and its tip pushed through the 
cut into the unobstructed nostril. The anterior crus of the 
U-shaped incision is made by sawing upward with the tip of 
the saw. The |X)sterior of crus is most quickly made by 
introducing a probe-pointed, double-edged knife, curved on the 
flat (Fig. 80), from the obstructed nostril through the saw-cut 
The index-finger tip is then introduced into the unobstructed 
nostril. Finger and knife together reach the posterior limit 
of the deviated area, and the posterior crus of the U-shaped 
incision is quickly and easily made. 

If the deviation is toward the right nostril the operator wets 
his left forefinger in sterile water, while if the deviation is 
toward the patient's left nostril the right forefinger, after being 
wetted, is introduced into the obstructed nostril, pushing and, if 
necessary, lifting up the deflected area until it has been thrust 
through the hole in the septum which it covers. The opera- 
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tor's forefiuger-tip is then carried up along the anterior aiid 
j»oaterior crura of the U-intiaiou to make sure that the fliip 
has completely cleared them, the fiuger-tip ia then thru^ 
through the hole in the septum beneath the quadrilateral 
Hap uDtii the iateral wall of the noee iu the uuoltstructed 
nares is tuuciieil. The finger is tbeii pressed upward until the 
flap is bent at a right angle, and any bone in the oeck (Fig. 
69, e) of the flap breaks with an audible snap. This is of the 
utmost imfwrtance, and in horizontal deflections the success of 
the operation depends entirely upon the bending of tlie flap 
Iwing thoroughly done. Iu vertical deflections too narrow to 
liermit of the forefinger being used, the little finger should be 
employed. 

After the thorough beudiug of the flap it should hang in 
the Ibrmerly unobstructed narie without resiliency; and 
either Allen's tube or the writer's modification of the same 
should be dropped into the formerly obstructed nostril. 
Bhuuld auy Impediment to its free entrance into the nostril be 
encountered, it is probable that the U-shaped incision has been 
improperly made and has [lassed through instead of around 
eome portion of the deviated area. This is usually the posterior 
portion of the deflected area, the [xisterior cms of the U-shaped 
incinon being made too far tbrward. An effort should be 
made to bring this deflected posterior edge of tiie incision into 
line with the finger-tip in order to admit of the easy introduc- 
tion of the tube, and, failing in this, the end of the tube 
should be compressed by the fingers in uuch a manner as to 
permit of its easily l>eing passed beyond the obstruction. The 
tube should always fit loogely. Any great amount of pressure 
exerted by the tul(e liecomes well-nigh intolerable within 
twenty-four hours. The tube serves to coutrol the usually 
trifling hemorrhage. It is worn over night, and the nest day 
it is decided if its supfwrt is longer necessary. In rather 
more than 80 per cent, of cases of deviation of the nasal 
septum operated upon by the method describeil above, no 
support whatever was necessary. 

The after-treatment consists in the patient presenting him- 
Belf at the surgeon's office daily, in the meantime attending to 
bis usual avocation if not too laborious. At each daily visit 
the parts iire inspected ami, if necessjiry. cleansed,, ij.&( 
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the overlapping of the edges of the flaps resulting from its 
redundancy will appear excessive because of the swelling of 
the parts ; within a week or two this swelling will have dis- 
appeared and also, apparently, much of the redundancy, 
because in traumatic cases the redundancy is newly formed 
tissue, "provisional callus," and hence is readily absorbed. 
At any time any redundant thickening can readily be re- 
moved by means of Myles' forceps (Fig. 64), but unless the 
obstruction is so large in the formerly unobstructed nostril as 
to produce a decided impediment to respiration, with a sinking 
in of the tissue above the anterior nares during inspiration, 
the so-called valve action, it is best to defer " trimming up " 
the redundant septal thickening until several months have 
elapsed after the operation, and the redundancy has thoroughly 
performed its function as a splint to prevent the quadrilateral 
flap of deflected area returning through the septum to its 
former deviated position. 

It should be noted that the main object of this operation is 
to secure a better method of overcoming the resiliency of the 
septum than those previously in vogue. This is secured by 
the long quadrilateral flap. The method of support by over- 
lapping edges is the same as in Sajous, Seiler, and Watson's 
0[)eration, but is a matter of comparatively little importance, 
because in wide flaj^s it is only adequate after the resiliency 
of the base of such a flap has been destroyed by the most 
thorough bending. 

Describe Roberts' operation for the correction of deflection 
of the nasal septum. 

Roberts makes a long incision, oblique or horizontal, 
according to requirements, through the septum from back to 
front through the line of deviation or projection with a knife, 
and with a chisel through the bony septum if it be deviated. 
A pin is then thrust through the septum above and in front 
of the incision. By manipulation of the pin and finger 
introduced into tlie obstructed naris, the upper or movable 
portion of the septum above the cut is brought into the 
middle line, and held in position by forcing the pin forward 
through the tissues in such a manner that it crosses the in- 
cmoih A second pin is sometimes introduced through the 
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skin Ht the lower portion of the nasal lione parallel to the 
aeptuni, lit order to assist in retaining the [lartij iu position. 
If the deflection of the septuui is a general rather than au 
abrupt one, Rolierta weakens the septum aiter the primary 
incision by multiple incisioua with Steele's stellate puuuh, 
" because the oj^ration will be vselcas unleaa the iiiciaiona are 
very free kj as take uway all resilieuoy of the cartilage," 

Describe the Asch operation for deviation of the nasal 
septum 7 
By far the most popular operation for deflection ol' the 
nasal eeptuui, at least iu America, is thut devised by Dr. 
Morris L Asch, of New York, described by bini as follows : 
" It occurred to me that the vital point to attain in operating 
for this cunditiou was to liestroy the redlit'iicij of the cartiluge 




in such a way that when it should l>e forced back into its 
proper position, and helil so for a proper length of time, the 
result would be a straightened septum without any loss of tissue 
and the re-eBtablishnient of the respiratory function of the 
atfeoted nostril. 

" The instruments required for the operation consist of a cut- 
ling forceps (_Fig, 70), compressiug forcciw (Fig. TIV '^^'^^^ 
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and sharp separators (Figs. 72 and 78), to break up any adhe- 
sions which may exist between the convex portion of the de- 
viated septum and the inferior turbinated body, and tubular 
nasal splints made of hard rubber. The cutting forceps or 
scissors are made in two sizes. They are powerful instru- 
ments, curving outward from the point of junction and meet- 
ing again in front, one blade is blunt and narrow for intro- 
duction into the stenosed nostril, while the other is sharp with 
a triangular blade. Other scissors (Fig. 74) are made with 




Fig. 72.— Asch's separator, with blunt edge. 




Fig. 73.— Asch's separator, with sharp edge. 




Fig. 74.— Asch's scissors. 



the blades bent at a right angle, for use in deviations requiring 
an incision running downward. The compressing forceps used 
for straightening up the septum after incision are of two sizes 
with long and short blade respectively. The splints (Fig. 75) 
are curved hollow tubes made of vulcanite with perforations 
to prevent them slipping. The tubes first made for me by 
Tieniann & Co. were oval in shape ; later on, at the sugges- 
tion of Dr. Emil Mayer, they were flattened on the sides 
{Fig". 76), and this shape I prefer, as a rule, to the original. 
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Ad atomizer coutainiog Dobell's solutiuo is kept in a bowl of i 
ice to check any hemorrhage. The ojteration ]s performed J 
under complete anesthesia of chloroform, ether, or Hchleich'a 
mixture, which has given good results in theae cases. All 
the instruments are to be carefully ateriliKed, and the nose 
washetl out with an antiseptic spray before operating. The 
head of the patient being drawn liat-kward over the edge of 
the table, so that IiKkmI will not enter the larynx, and the 



nostril illuminated either by direct or artificial light; the 
blunt i<eparator is introiluced into the deviated side, so as to 
break up any adheeiona that may exist and to aijcertuin the 
presence of any hony ohetructiou posteriorly, should such be 
found, the sharp separator can l)e used, or an ordinary small 
bone chisel. The scissors are now introiluced parallel to the 
floor of the nose, the sharp bla^Ie lieing in the concavity and 
the blunt one over the line of greatest convexity of the devia- 




tion ; it is important that the blades should l>e at right angle 
to the septum at the place of incision, otherwise the blades 
may override and the scissors fail to cut through. The blades 
being firmly closed, the sharp one cuts through the cartilage 
into the opposite side with a distinct snap. The scissors are 
then opened and completely withdrawn. They are imme- 
diately reintroduced in the same manner as Iwfore. with the 
bladee pointing this time in a vertical iI\tc«\.\ow, wc»».v\i{,^b» J 
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line of the first incision as near as possible at right angles 
and at its center ; the scissors are now closed and the second 
incision made, after which the scissors are opened and with- 
drawn. We have thus four segments as the result of the 
crucial incision. The operator now introduces his finger into 
the steuosed nostril and forcibly pushes the segments into the 
concavity of the opposite side, effectually breaking them at 
their base. The finger should be pushed through. This 
part of tlie procedure must be done thoroughly and carefully, 
for on it de])en(ls the success of the operation. If the seg- 
ments are thoroughly broken at their bases the resiliency of 
the cartilage is destroyed and the deviation cannot recur. 
The compressing forceps are now introduced, one blade in 
each nostril, and the septum compressed in order to straighten 
it still further and to force the broken segments to more com- 
pletely override each other. The iced DobelFs solution in 
the atomizer is now sprayed into the nostrils in order to check 
the bleeding, and the sterilized tubes introduced, a snugly 
fitting one into the side previously stenosed and a smaller one 
in the opposite. These serve to prevent hemorrhage and to 
hold the septum in its new position. This completes the 
operation, which in experienced hands should not occupy 
over five minutes. The patient is now placed in bed, iced 
cloths applied externally, and a cold antiseptic solution 
sprayed into the nostrils every half hour. Twenty-four hours 
after operation the tube in the non-stenosed side is removed 
and not replaced, the spray and compresses being continued. 
Twenty-four hours later the tube in the opposite side is re- 
moved, thoroughly cleansed and sterilized, the nose is sprayed 
and cleansed and the tube replaced, cocain being used if 
necessary. The same tube should be reinserted unless it 
proves too large for comfort, in which case the next smaller 
size can be used. This tube must be taken out and cleansed 
every day by the surgeon while the patient remains in bed, 
which he should do for at least four days. At the end of 
this time the nostril is less sensitive, and the patient should 
be able to extract and reintroduce the tube himself 
This is to be done every day for four weeks, coming once a 
week to the surgeon for ol)servation, and at the end of the 
t/we the tuh^ is permanently withdrawn, the septum having 
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now become sufficiently wilid to remain in its new position 

without support. It sometimes biippetis tliat the lower eeg- 
nient remains thickened »fter the tube has been withdrawn, 
and projecia into the nasal cavity ; this can easily be rectified ' 
by the eleclrotrephine or galvanic cautery, tlioiigh if left to 
itself the thickening will eventually disappear." 

What other operations are done for the correction of devia- 
tion of the nasal septum ? 
Kvle,of Philndel]ibia, makes two horizoiilal pam 
throufjh the deflected area, not iuvolvinfi the m 
brane of the concave side of the septntn, and brings the 
enclosed area into the median line by means of finger or for- 
ceps. The operation of Randolph Bnmson. of Hot Springs, 
Arkansas, Js )M>mewhat similar, except that the center of the 
parallel incisions are united by one at right angles, the 
incision thus becoming I-shaped. Koe, of Rochester, breaks 
the Iwny portion of the septal deviation by meaiiH of specially 
constructed i'orcepB of several sizes, the male blades of which 
fit into a fenestrum in the female blade. By means of these 
forceps the bone is not merely bent but is actually fractured, 
and the resiliency of that portion of the septum destroyed. 
Other operations more or less ingenious have been described 
and employed. 

What measures have heen adopted for maintaining the de- 
flected area in the median position during the heal- 
ing process? 
In the older operations solid pluge of vulcanite or ivory 
were sometimes used. Sajous employed a plug of oakum, and 
pledgets of iodoform gauze or absorlient cotton are sometJmee 
employed at the present time. Rolierts probably first em- 
ployed a steel pin to hold the septum in jwsition after oper- 
ating. The pin had a square head. Heiler used an ordinary 
darning neetUe ; Gibl>s, a pin with a pear-shaped head ; 
and Watson, a pin with a spear-sha(>ed point, the other end 
l)ent into a ring and protected by a piece of thin rubber, 
through which the ]»in was thrust before being used. Steel 
pins may be allowed to remain in the tissues for alwut ten 
days : after lliat time they become so loose that ttev W-s^Sft . 
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be removed. Tbey cause a certain amount of sloughing of 
the cartilage, which aids iu reducing its resiliency. 

Asch and Meyer employ vulcanite tubes (Figs. 75 and 76}. 
Bereus, of New York, uses a hollow olive-sbaped splint of 




F[ii. 77.— Kyle's iDalteable aasal lul 



cork, varnii^hed with iodoform cftllodion. Kyle employs the 
tube shown in Fig. 77, made of soft malleable metal, so that 
it readily can be bent or cut into a shape suitable for the 




nasal condition present. Harrison Allen devised the brass 
silver-plated tube shown in Fig 78 It differs from the 
other tubes inasmuch as it is prevented from slipping from the 
nose by the upper portion of its distal extremity, which rests 




in the hollow space at the tip of the nose. The writer has 
slightly modified the shape of this tube, and had it made in 
three sizes, of the same soft malleable metal employed in the 
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Kyle tube. It readily can be cut with a kuife or scissors or 
pressed by the fingers or the handle of an instrument to meet 



.— Seller's septum-k 

any unusual nasal condition present, should such modification 
of its shape be necessary in any particular case. 

DISLOCATION OF THE COLUMNAR CARTILAQE. 

Wliat is the colninnar cairtilage 7 

It is a small strip of cartilage, not usually mentioned in the 
text-books on anatomy, lying parallel with the lower border 
of the septum, the purpose of which is to act as a support to 
the columna. 

Describe dislocation of the colnnmar cartilage. 

As ordinarily seen, the lesion consiits of the displacement 
laterally of the distal extremitj of the septum in such a man- 
ner as nearly to occlude the affected noslnl (Fig. 81). 



^■"^t. j^^ 
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What is tiie treatment? 

The mucous membrane should be incised over the most 
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prominent part of the deformity in such a manner as to allow 
the excision of a sufficient amount of cartilage to restore the 
patency of the affected nostril. It is not generally necessary 
to suture the edges of the incision after the excision of the 
cartilage. No afler-treatment is required. 

HEMATOMA OF THE SEPTUM. 

What is hematoma of the septum? 

An extravasation of blood beneath the mucous membrane 
of the septum, generally the result of traumatism. It pre- 
sents itself as a blood-red tumor, sometimes large enough to 
obstruct nasal respiration. 

What is its prognosis? 

The blood may be absorbed, or inflammation may occur 
and an abscess result. 

What is its treatment? 

If the amount of blood is large, an incision should be 
made to allow it to escape. 

ABSCESS OF THE SEPTUM. 

What is the etiology of abscess of the septum ? 

Abscess of the septum may result from traumatism, syphilis, 
or phlegmonous inflammation of the septum. 

What are its symptoms? 

There may be the history of a chill, followed by fever, as 
in abscess elsewhere. Upon inspection the nose is found to 
be obstructed by a soft, fluctuating tumor of the septum. 
Generally the septum is soon perforated, so that the tumor 
becomes bilateral. 

What is the treatment? 

Early evacuation of the pus to prevent extensive destruc- 
tion of the parts involved in the inflammation, and hasten 
resolution. 
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SUBMUCOUS INFILTRATION OF THE SEPTUM. 
WlLat is submucous infiltration of the septum? 

Subimicdua iiiiiltrutioti of the septum iij a comparatively 
fre<:)ueDt, accompauimeut of uhroulu rhinitis, coosistiug of an 
edematous tumefaction situateil ou each Bide of tbe septum, 
geuerally at its posterior portiou. 

What is its treatment ? 

If nasal respiration is obstructed, the masses may be 
scraped from the septum with the nasal curet or cauterized 
with the galvanocautery. 

FOREIGN BODIES IN THE NOSE. 
What foreign bodies are sometimes found in the nose ? 

Children and insane |ieraons ocwisionally insert into their 
nosea buttons, cherry -stones, heads, 1>eans, twigs, hair-pins, etc 
Necrosed Iwnes, when detached, act as foreign bodies and 
produce their characteristic symptoms. Hliinoliths, ascarides, 
aod ma^ots are also found in tbe nose, and may be considered 
as foreign bodies. 

What are the aymptoniB? 

Obstructed nasal res])iration proportiocate to the size of the 
foreign body. If the foreign body is large or causes pressure, 
heoilache aiul pain of a neuralgic character are complained 
of. At first the presence of a small foreign l>ody in tbe nose 
of a child attracts but little attention unless the child tells its 
parent that there is snmething in its nose. Afler a time a 
discharge of glairy mucus occurs, which escorial«8 the akin 
of tbe lips and alaj. but the discharge soon Itecomes purulent 
and may be streaked with blood and he fetid. A one-sided 
digchorge from a child's nose is almost pathognomonic of a 
foreign body, and under such circumstances the most careful 
and painstaking search should lie undertaken to discover tbe 
offending particle, which may be a wad of newspaper, a shoe- 
hutlon, a [lebble, or a seed. 

What is the treatment ? 

The foreign Iwily or Itodies should be removed aas*»(ft. «» 



146 INJURIES AND DEFORMITIES OF THE NOSE. 

possible. This may be accomplished by means of a pair of 
forceps or Gross's ear curet Rhinolitbs may sometimes be 
removed whole, or may have to be broken up by means of a 
powerful pair of forceps in order to remove them from the 
nose. Chloroform will kill maggots, and its vapor should be 
inhaled wTien maggots are present, and the parts afterward 
cleansed with an antiseptic solution (Formula 2 or 3). 

INJURIES AND DEFORMITIES OF THE BONY FRAME- 
WORK OF THE NOSE. 

What is the most common traumatism of the bony frame- 
work of the nose ? 

By far the most common result of nasal traumatism is dis- 
location of a portion of the septum from its attachment to the 
nasal processes of the superior maxillary bones. The dis- 
location is often overlooked at the time the injury is received 
because of the profuse hemorrhage. If a surgeon is consulted, 
his efforts usually are directed to controlling the flow of 
blood ; and often he does not again see his patient for some 
days or weeks. Then the patient states that he can breathe 
fairly through one nostril, but not through the other. 

Inspection of the nasal cavities shows a bulging area of 
septum in the o])structe(l nostril, corresponding to a concavity 
upon the septum in the opposite nostril. If seen within a 
week or two of the injury, the parts should be anesthetized 
by placing pledgets of absorbent cotton saturated with a 
4 per cent, solution of cocain in contact with both sides of the 
deflected area of the septum. After these have remained in 
place for half an hour the septum will have become more 
deeply and thoroughly anesthetized than if a stronger solution 
of cocain were applied for a shorter period. The surgeon, 
after removing the cotton pledgets, wets with sterile water the 
forefinger of his right hand, if the patient's left nostril is 
obstructed, or the left forefinger, if the obstruction is in the 
patient's right nostril. With the palmar surface toward the 
septum and a slight boring motion the surgeon's finger is 
guided along the floor of the patient's nose. As the finger 
advances, pressure from the finger-tip readily forces the dis- 
located septum into, a position median to both sides of the nose. 
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However, before the finger is withdrawn from the nose, care 
should 1)6 exercised that the posterior area of the dialocation 
is brought iuto the median line. Ofteu at about the position 
of the articulation of the triangular cartilage with the per- 
pendicular plate of the ethmoid there io a sharp ridge, partly 
fracture of the vomer and partly dislocation of the carti- 
lage, eKianding upward a little distance from the floor of the 
Dose. The parts producing this vertical ridge, if it exista, 
should be carefully moulded into the median plane and the 
tube (Fig. 79) inserted to retain them in place. This tube or 
nnsal splint is made of the same sheet materia! aa tliat era- 
ployed for collapsible paint-tubes. It* lateral diameter is 
readily iutrreased by passing the handle of an instrument 
through it, and its shajie changed by pressure with the fingers 
or by cutting away the distal or proxinial extremity with 
scissors or knife. The tube is retained iu jitace within the 
uoee by the upper jwrtion of its proximal extremity, which 
occupies the hollow at the tip of the nose. Hence, in with- 
drawing the tube, the tip of the nose is first bent a little 
upward in order to release this portion of the tube. Three 
sizes of tuI>o are made in order that a tube may be selected 
that can be moulded to fit accurately the inferior nasal chamlver 



Describe the methods of correcting flattening of the bridge 
of the nose, or sAddle-bock nose. 

A common rewiilt of nasal frnuinatisni is fracture of the 
nasal Itoues at the root of the nose. The distal fragments 

! rotjited outward on their long axes and depressed, pro- 
ducing a broadening and flnltening of the bridge of the nose. 
When only one nasal bone is fractured, the tip of the nose is 
iiAually turned to one side as the result of disbieation of ln>th 
laleral upjier shield cartilages and the septimi. To rem- 
wly the former defect Laplace has devised the following 
operation : 

A median uidsion ia made from the frontonasal arliculation 
to the nasal cartilage. The incision is through the skin and 
eelhilnr tissue only, nod does not involve the periosteum. 
The soft tissues are then dissectetl subcutaneously on each 
Bide, the whole lengtli of the incision, and the disaectiovL \ 



I 
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carried as far as the maxillary articulation. A chisel is used 
in the median line and the two nasal bones are separated from 
each other by a few blows with the hammer, from the frontal 
articulation to the nasal cartilage. If necessary, the nasal 
cartilage may also be separated for a certain distance either 
by the chisel or by scissors. The chisel is now introduced 
under the dissected skin on one side, lifting it, and resting the 
cutting edge of the chisel directly on the nasomaxillary 
articulation. A few blows with the hammer will separate the 
nasal bone from the maxillary. This is repeated on the 
other side. The nasal bones and cartilage now have been 
loosened from each other and also from the maxillary. Their 
only bony attachment is to the frontal and ethmoid. This 
attachment, however, will allow of a certain mobility, which 
is utilized subsequently to raise the nasal bones and hold 
them in a new position. 

A stout curved needle, armed with a strong ligature, is 
passed under the loosened nasal bones. The ends of the 
ligature being brought together, allow the nasal bones being 
lifted into the desired position. In order to maintain the 
bones in this new position, a long straight needle armed with 
strong silver wire is passed directly through the skin under 
the nasal bones and out through the skin on the other side. 
The silver wire is now cut, removing the needle, and leaving 
the double wire in place. If necessary, another such double 
wire is introduced both above and below, according to the 
extent of support required. At each place the double wire is 
twisted together over small pads of iodoform gauze on each 
side of the nose ; each double wire suture being twisted until 
the proper amount of tension is obtained to maintain the nasal 
bones in the position into which they were lifted by traction 
on the silk ligature. This being done, the skin incision in the 
median line is closed by fine silk sutures. 

After two weeks the silver wires are cut, and the pads re- 
moved. The nasal bones retain the position given them. No 
after-treatment is required. Two or three months aft;er the 
operation the bridge of the nose settles somewhat ; but the 
improvement over the original condition always remains very 
marked. The median skin incision causes an inconspicuous 
scar, while the spots on the side, pierced by the silver wire, 
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■Imoet entirelf itifiappear. Laplace has operated ou fourteea 
casee by thiH method, with escelleut reeultfi. 

A eimilar result may be obtained by the tbllowiug method : 
The patient being etherized to prevent the flow of blood into 
the pharynx during the operation, the posterior nares are 
plugged with gauKe by the aid of Eellouq's eannulu. An 
incisoii is then made through the skin into the nose close to 
the septum at the extremity of the nasal liones. One blade 
of the writer's nasal cntting forceps (Fig. 82) is then throat 
into the nose and the other pushed under the skin iu such a 
direction that when the forceps is closed and locked its edges 
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bite into the suture Itetween the nasal bones and septum. 
When ill position the blades of the forcejis are locked, and by 
slightly rotatiug the instrument backward and forward the 
suture parts with an audible snap. The forceps are then 
withdrawn and the procedure repeated on the other side of 
the septum. An incision is then made at the anterior-inferior 
extremity of the naaal bone of one siile, and one bla^le of the 
forcepfl introduced into the nose and the other lilade beneath 
the skin. The blades are locked as nearly as jmssible into the 
suture between the nasal bones and the nasal processes of the 
Buperior maxillary. Backwanl and forward rotation of the 
furceie causes the bone lo part with a suap, and all resistance to 
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the partial rotation of the forceps ceases. The procedure is re- 
peated on the other side of the nose. The nasal lx>ne6 are now 
severed from their attachments except at their base, which also 
is sometimes fractureil by the movements of the forceps. One 
blade of an Ailams forcefis b now inserted into the nans and 
the loose nasal lK>ne grasiHHl l)etween the flat blades of the 
instrument. Ordinarily it is easy to rotate the bone upon its 
lon,^ axis in such a manner as to increase the height of the 
bridofe of the nose, and at the same time the bridge of the 
nose is made -more narrow by prer^ing the auterior-inferior 
eilire of the nas:il lK>ne meilianly toward the septum. The 
siime proceilure is applieil to the op|K)site nasal bone. Steel 
pins are now insertinl into the s{>iice Itetween the nasal bones and 
the ntisai pnK*esses of the sufterior maxillar}' bones and thrust 
tnmsverscly downwani thn>ugh the septum until their points 
rest u|)on the door of the opix)site nostril. A few blows from 




Fig. 83.— Adams* septum-forceps. 

a lead mallet serve to tirndy lix them in position. The pins 
are then out ort* one-<|uarter of an inch al>ove the surface of 
the skin. Thoy cri>ss where they piss through the septum, 
and hencv assume an X sh:ii>e, the nasal l>one8 l>eing retained 
somewhat tirmly in |xisition by the upjier V of the X. The 
stwl pins should Ik* of consiilerable size, the ordinary dam- 
injr ntHHlU^ sidd in dry-iTiKnls' stores answering a very good 
purjKvsi*. In alK>ut ten days to two weeks they beecome loose 
in the tissut^s and it may l>e mnt^ssary to remove them. 

When the briilge i>f the nik«e is depresseil as the result of 
destruction of the nasal 1hmu*s fn>m syphilis or other cause, a 
platinum plate may Ih^ inst^rtinl InMieath the skin of the bridge 
of the ni^\ The noa^ssjiry incision is made inside the mouth 
at the junction of the up|HT lip and upj^er jaw, the lip is 
stretchtHl upwanl towanl the forehead and the dissection oon- 
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tinued until Bufficient space has beeu secured tl>r inserting the 
plate uoderneath the skin of the bridge of tlie nose. Platinum 
or gold plates inserted into the tif«ue in this manner are ai " 



[ 




,lly cause no disturbance and remain in place for 

[owever, tbey are liable at any time to ulcerate their 

way through the skin, and must then, of course, be removed. 
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What are the common congenital deformities of the nose ? 

The most common of the congenital deformities of the nose 
are a bulbous condition of the end of the nose and extreme 
prominence of the bridge. The latter is readily removed in 
the following manner : An incision is made through the skin 
and periosteum down to the bone. The periosteum is then 
stripped from the bone and the parts exposed. It is now a 
comparatively simple matter to remove the redundant bone 
and cartilage by means of a burr driven by a dental engine. 
The skin and periosteum are then placed in their former 
position and the wound brought together by buried sutures, 
which leave no stitch-marks and a linear scar, which, in a 
year or two, becomes practically invisible. 

When bulbous enlargement of the tip of the nose is exces- 
sive the redundant skin and fat is best treated by the method 
of Rodman of Philadelphia, who removes a wedge-shaped 
piece of skin and subcutaneous structures, being careful not 
to disturb the cartilaginous framework of the nose. In cases 
where the deformity is less pronounced, the operation devised 
by Roe of Rochester serves every purpose. 

The end of the nose is turned upward and backward and 
held with a retractor by an assistant; then sufficient of the 
superfluous tissue is removed or dissected out from the inside 
of the nose to allow the nose to conform to the shape that we 
desire. Great care must, however, be exercised not to cut 
through into the skin, lest we may have afterward a scar or 
dent in the external surface of the nose. 

DISEASES OF THE PHARYNX. 

What are the principal diseases of the pharynx? 

Acute pharyngitis, chronic pharyngitis, follicular phar- 
yngitis, atrophic pharyngitis, syphilitic pharyngitis, mem- 
branous pharyngitis, retropharyngeal abscess, tumors, and 
paralysis of the pharyngeal muscles. 

ACUTE PHARYNGITIS. 

What is acute pharyngitis? 

Acute pharyngitis is an acute inflammation of the mucous 
membrane and underlying structures of the pharynx. 
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What other names is it known by ? 

Acute sore throat ; acute pharyngeal catarrh ; angina 
catarrhalis. 

What is its etiology ? 

Acute pharyngitis is generally the result of exposure to 
wet and cold, especially of persons of the rheumatic diathesis 
or of debilitated constitutions. It may also result from trau- 
matism or the presence of a foreign body in the pharynx. 

What is its pathology? 

The inflammation is usually by no means evenly distrib- 
uted, the glandular elements being always most affected. Their 
secretion is at first increased, but becomes after a time de- 
creased, starchy, and glue-like in character. The tonsils are 
always involved to a greater or less extent, their inflamma- 
tion becoming so great in some instances as to mask the in- 
flammation of adjacent structures, and the affection is then 
called tonsillitis or quinsy. 

What are its symptoms? 

The constitutional symptoms are usually trifling, a feeling 
of lassitude with slight fever. The throat feels sore, dry, and 
stiff. The symptoms may increase until pain, especially when 
deglutition is attempted, becomes quite severe. The cervical 
glands are often swollen and painful to the touch. The voice 
is usually husky, and a sensation as of a foreign body in the 
throat keeps the patient hawking and spitting. When the 
tonsils or larynx are seriously involved in the inflammation 
certain other symptoms are present, which will be described 
further on. 

What is the treatment ? 

A saline cathartic should be administered in sufficient 
quantities to secure one or more free movements of the bowels. 
A solution of nitrate of silver of the strength of 1 or 2 
drams of the salt to 1 ounce of water should be freely painted 
over the infiamed lateral walls once or twice a day. It should 
be borne in mind that whilst the application of a weak solu- 
tion of nitrate of silver to the inflamed fauces and pharynx is 
painful and acts as an irritant, the applicatioii o^ %Q\.\x\Aft\>». ^1 
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the strength of 1 or 2 drams to the ounce of water is not 
painful, and is immediately followed by a sensation of relief 
and comfort, and tends to materially shorten the course of 
the disease. An astringent gargle or lozenge (Formula 31 
or 32) should also he prescribed for the patient's use. 
When acute pharyngitis is the result of the presence of a 
foreign body, it should, of course, be at once removed, and the 
inflamed pharynx treated as ordinary acute pharyngitis. 
When the rheumatic diathesis exists, the administration of 
guaiac (Formula 33) will be found to yield most excellent 
results, whilst in gouty sore throat colchicum should be pre- 
scribed. 

SIMPLE CHRONIC PHARYNQITIS. 

What is simple chronic pharsrngitis ? 

Simple chronic pharyngitis is a chronic inflammation of the 
mucous membrane of the pharynx, generally the result of 
chronic rhinitis. The disease is often complicated by inflam- 
mation of the follicles of the mucous membrane, and is then 
called follicular pharyngitis. 

What other names is it known by ? 

Chronic sore throat ; granular pharyngitis ; follicular 
pharyngitis ; chronic angina ; relaxed throat ; chronic catarrh 
of the throat. 

What is its treatment? 

It is all-important to bring about a cure of the nasal dis- 
ease to the presence of which the pharyngeal malady is due. 
After a cure has been ])rought about of the primary nasal 
affection, simple chronic pharyngitis will get well almost 
without treatment. During the treatment of the nasal affec- 
tion, however, applications should be made to the vault of the 
pharynx of Formula 10, 11, or 12, in the following manner. 
A tongue-depressor (Figs. 11-13) should be used to hold down 
the tongue and the patient requested to try to breathe through 
his nose, in order to relax the palatine muscles, when the ap- 
plication may be made without difficulty by means of an 
aluminum applicator, the end of which has been wrapped 
with cotton and bent to a suitable curve. Should, however, 
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the palate lie closely in contact with the pharyngeal wall, 
considerable force will be required to carry the end of the 
applicator into the postnasal space, while most of the solution 
with which the cotton on the end of the applicator has been 
saturated will be squeezed out and remain in the fauces. Ap- 
plications made in such a manner tend rather to increase the 
existing inflammation than to subdue it, and it is always best 
to desist from making an application to the pharyngeal vault 
rather than employ force. When the uvula has become 
elongated or the mucous membrane of the fauces relaxed, as 
the result of constant hawking, the daily application of the 
spray from an atomizer containing a solution of sulphate of 
copper, 2 grains to the ounce of water, will render material 
assistance in restoring the " relaxed throat" to a condition of 
health. In rare instances it is necessary to amputate the 
elongated uvula ; but only the relaxed and redundant mucous 
membrane at the tip of the uvula should be removed. It is 
rarely or never necessary to remove any of the muscular 
structure of the organ, and amputation of the entire uvula 
close up to the soft palate is done only for the removal of 
malignant disease or as the result of the ignorance or awk- 
wardness of the operator. A description of the best method 
of operating will be found further on (page 173). 

Hypertrophied follicles are not infrequently a source of 
irritation, and cause frequent coughing and retching. This 
is particularly the case when a number of inflamed follicles 
have coalesced so as to form a red, sore, and swollen area of 
considerable size. If such patches be situated close to the 
posterior pillars, so that they are rubbed and irritated by 
these folds of mucous membrane with every motion of the 
pharyngeal muscles, the sufferings of the patient amount to 
actual pain. 

The irritability of the mucous membrane covering areas 
of hypertrophied follicles can be decreased by lightly painting 
with a 60-grain solution of nitrate of silver. However, care 
should be exercised to prevent the silver solution spreading 
over the surrounding mucous surface, because strong solutions 
of silver nitrate are exceedingly irritating when applied to 
the posterior wall of the oropharynx. 

With many practitioners the radical de8tiucl\ci\i o.^ \-W '^^^ 
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eased gland by means of the galvanocautery is a favorite 
method of treatment. A very small cautery-knife should be 
selected, and great care should be exercised not to burn too 
deeply, or the resulting scar will cause more trouble than the 
original disease. It is unwise to apply the galvanocautery- 
knife to more than two or three hypertrophied follicles at one 
time, or the treatment may be followed by a somewhat sharp 
attack of acute pharyngitis. 

Emil Mayer of New York curets away the offending folli- 
cles by means of a special curet (Fig. 85). By this method 





Fig. 8o.~Emil Mayer's pharyngeal curet. 

of treatment, which is much less painful than the use of the 
galvanocautery, all the hypertrophied follicles are removed 
at a single sitting. 

ATROPHIC PHARYNGITIS. 

What is atrophic pharyngitis? 

Atrophic pharyngitis is an atrophic condition of the mucous 
membrane and submucous tissues of the pharynx. 

What other names is it known by? 

Pharyngitis sicca ; dry pharyngitis. 

What is its etiology? 

Atrophic pharyngitis generally results from long contact 
with the irritating discharges of nasal catarrhs. It fre- 
quently exists when atrophic rhinitis is present, being prob- 
ably the result of an extension of the atrophic process to the 
pharyngeal mucous membrane. A dry condition of the 
faucial mucous membrane, amounting almost to pharyngitis 
sicca, is found in all mouth-breathers, but disappears sponta- 
neously as soon as the nose has been rendered sufficiently 
patulous. 
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What are tlie symptoms 7 i 

The palieut complains of his throat feeling dry and stiff. | 
Upon iuapetstion, the raucous membrane of the throat appears 
light colored, thiu, and as if varnished. Frequently the 
mucous membraae is so thin that the outline of each cervical 
vertehne can be distinguished. Sometimes masses of inspiB- 
nateil mucus, perhaps dark colored from the dust inhaled, and 
swept into ridges by the motions of the soft palate, are seen 
adhering to the atrophied mucous membrane. 
What is the treatment 7 

Attention should he mainly directed to the condition of the 
interior of the nose, liecause it is the experience of most 
rhinologisls that when a cure of the nasal atfection has been 
brought about, the concomitant throat disease will get well 
almost without treatment. The general health should receive 
attention, and, if necessary, tonics should be preacriljed; 
while a slu^^h condition of the bowels may indicate the use 
of saline laxatives. Formula 34 may also be ordered to 
increase the pharyngeal secretions and diminish reflex symp- 
toms. If atrophic rhinitis has caused the affection, plugs of 
cotton, previously mentioned as useful in atrophic rhinitis, 
should be made long enough to project somewhat from the 
posterior nares into the pharynx, while a weak solution of 
nitrate of silver (gr. v-xv to the f ,^) should be applied to the 
atrophieil mucous membrane, both above and below the soft 
[lalate, to stimulate the atrophied glauils to increased secre- 
tion, and bring about renewed growth of the atrophied 
structures. 

SYPHILITIC PHARYNGITIS. 
Wliat is syphilitic pharyngitis ? 

Svpbilitic phnrvLifritis is itii iLLflanim:iti<iii «f the pbiirvni 
duel., the i)reM.-[ice i[i the s_v,«l,'ui of the fy|ihililic |>i>iM.n. ' 

What manifestations of syphilis are commonly met vith in 
the pharynx and fauces 7 
The primary sore is not infrequently seen. Mucous patches 
are by no means rare, while gummala or their characteristic 
cicfttrices are very often met with in the pharynx, especially 
in dispensary practice. 
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What are the symptoms? 

In primary syphilis, examiDation shows a whitish abrasion, 
soon followed by swelling of the glands about the angle of 
the jaw. Secondary lesions may present either the form of 
mucous patches or erythema, characterized by a diffuse red- 
ness of the entire fauces, or more commonly, in the milder 
attacks, by a broad red line extending upward upon each of 
the anterior pillars, and ending abruptly and symmetrically 
at the root of the uvula. These red lines are almost pathog- 
nomonic of syphilis, and persist for a long time after other 
secondary lesions have disappeared. In secondary syphilis 
the larynx almost always becomes involved, so that the voice 
is hoarse, and there is present a short cough of a peculiar 
metallic character, which once heard and recognized, is rarely 
forgotten. Mucous patches and erythematous patches in the 
throat are almost always symmetrical ; that is, both sides of 
the throat are attacked in corresponding localities by similar 
lesions, while tertiary lesions do not as frequently present this 
symmetry. Gummata more frequently involve the tonsils or 
soft palate than other parts of the throat. A gumma may be 
absorbed under treatment, or breaking down, result in a 
rapidly spreading ulceration. When an ulcerating gumma is 
situated upon the posterior wall of the pharynx, the cervical 
vertebrse, or even the cervical cord itself may finally become 
involved, and a fatal issue quickly result. In such cases also 
the utmost care is required to prevent union of the soft palate 
and uvula to the pharyngeal wall, when the ulceration has 
also involved the posterior surface of the palate. Where 
union has actually taken place, it is almost impossible at any 
subsequent period to permanently restore satisfactory com- 
munication between the oropharynx and nasopharynx by any 
operation, because of cicatricial contraction after the operation. 

What is the treatment ? 

In pharyngeal syphilis, as in syphilis elsewhere, constitu- 
tional treatment is of primary importance, and the same 
remedies may be employed internally, as already recom- 
mended in the treatment of nasal syphilis (Formulas 26, 
27, 28, 88). If the symptoms are urgent, the hypodermic 
method of administer! n a mercury should be employed, as it 
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gives the most speedy results. Local treatment consists in 
maintaining perfect cleanliness of the diseased parts, and 
stimulating mucous patches and ulcerations to heal by daily 
applications of the acid nitrate of mercury, diluted with five 
parts of water, and the application, by means of the powder- 
blower, of a small quantity of Formula 21 or 22. 

RETROPHARYNGEAL ABSCESS. 

What is retropharsrngeal abscess ? 

Retropharyngeal abscess is an abscess of the posterior 
pharyngeal wall. It may be hidden above and behind the 
soft palate, and require the rhinoscope to ascertain its outline ; 
it may be situated opposite the larynx, and only be seen in its 
entirety with the laryngoscope, or it may be situated in such 
a manner as to be hidden by one of the posterior pillars of the 
pharynx. However, the most common seat of abscess is the 
posterior wall of the pharynx opposite the oral cavity on one 
side or the other of the median line. 

What is its etiology? 

Abscess may occur as the result of phlegmonous inflamma- 
tion of the cellular tissue of the pharynx, scrofula and 
syphilis being predisposing causes. Traumatism and necro- 
sis of the vertebrae are, however, common causes of the affec- 
tion. 

What are its symptoms ? 

There is usually but slight systemic disturbance. Chilly 
sensations may perhaps be complained .of ; but local symptoms 
are usually the first to attract attention. When the abscess is 
situated high up upon the pharyngeal wall, a sensation as of 
a foreign body causes almost constant hawking and spitting, 
while there may be present ol>structe(l nasal respiration with 
more or less pain and tinnitus. When the abscess is opposite 
the larynx, dyspnea is a marked symptom, appearing in 
"spasms" which may endanger the patient's life, while 
swallowing of liquids or solids is dangerous, owing to their 
frequent passage into the larynx. An abscess in the pharyn- 
geal wall opposite the oral cavity presents uou^ o^ \Jcsft»fc 



160 TUMORS. 

symptoms unless very large. Left to itself, a retropharyn- 
geal abscess will discharge itself either into the throat or at 
some more remote point ; but should be aspirated as soon as 
a diagnosis is made, by means of a curved aspirator needle. 
Should the pus recur, an incision should be made into the 
abscess at its lowest part, and the opening maintained patu- 
lous by the daily passage of a probe through it for as many 
days as are necessary to bring about a cure of the affection. 

What is the prognosis ? 

The prognosis is favorable except in those cases where the 
spinal vertebrse are involved. In all operations upon the 
posterior wall of the pharynx it should be borne in mind that 
a large artery is occasionally found in this position, probably 
the vertebral, which sometimes enters its osseofibrous canal 
as high up as the fourth or even second vertebra. It has 
been seen to leave its canal at the third vertebra, to re-enter 
it at the atlas. 



TUMORS. 

What tumors are found in the pharynx? 

Any of the varieties of tumor found in other parts of the 
body may occur in the pharynx. They are most frequently 
located in the lateral walls and may involve the surrounding 
structures. In the following order of frequency there are found 
in the })harynx gumma, sarcoma, carcinoma, lupus, papilloma, 
cyst, fil)roma, osteoma, enchondroma, adenoma, and aneurism. 

What are the symptoms? 

When the growth is large, it may become an obstruction 
to deglutition or even respiration. In carcinoma and ulcerat- 
ing lupus, pain is also present, which in many instances 
radiates into one ear. 

What is the treatment? 

Except in the case of gumma, the treatment of which has 
been already described, early extirpation with the knife, 
^alvanor' '^r snare should be practised. 
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PARALYSIS OF THE PHARYNX. 

What is the etiology of paralysis of the pharynx ? 

Paralysis of the pharynx may result from diphtheria or 
syphilis, or be the result of a cerebral affection involving the 
nerves that supply the pharyngeal muscles. Transient paral- 
ysis of the palate, either unilateral or bilateral, is common as 
the result of diphtheria ; more rarely are the pharyngeal 
muscles also paralyzed in severe cases. 

What is its pathology ? 

One or both sides of the pharynx may be involved, and 
one or all three of the pharyngeal constrictors be paralyzed, 
as well as the velum palati ; but paralysis of the soft palate, 
either unilateral or bilateral, occurs independently as a 
"reflex" in necrosing ethmoiditis. 

What are the symptoms? 

Difficult deglutition ; liquids being more easily swallowed 
than solids, but more frequently passing into the larynx ; or, 
when the soft palate is also paralyzed, both solids and fluids 
may be forced into the posterior nares through the efforts of 
the tongue to assist deglutition 

What is the treatment? 

The central cause of the affection should be carefully 
sought and treated. In suitable cases, strychnin in gradually 
increasing doses until the limit of toleration has been reached, 
will do good ; while arsenic and tonics are especially valuable 
where the paralysis is of diphtheritic origin. 

FOREIGN BODIES IN THE PHARYNX. 

What two classes of foreign bodies are found in the pharynx ? 
First, those whose bulk does not allow them to pass through 
the esophagus, and secondly, sharp-pointed objects, like pins, 
needles, fish-bones, etc., that are forced into the pharyngeal 
walls by contraction of the constrictor muscles. 

What are the symptoms ? 

Tjarge objects may cause death by holding down the epi- 
glottis. Sharp-pointed objects cause a pricking sensation, 

11 
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sometimes felt at two places in the pharynx, as \a the case of 
a pin or needle. Localized spote of in flam mat ion, when 
situated low down upoa the pharyngeal wall, give rise to the 
sengatioD of a ibreigu body, and this fact, as well as the 
imaginary foreign body of byaterical women, should be re- 
membered alter an uDsucceeaful search for a foreign substance 
in the pharynx. However, in the larger proportion of these 
so-called hysterical cases some lesion will !>e found to account 
for the symptoms, if tlie pharynx be carefully inspected. The 
most common lesion is a herpetic papule or erosion at the 
root of the tongue, ou either side of the pharynx, posterior 
to the posterior pillar, or in any other ixwition where two 
folds of mucous membrane rub together in deglutition. 

What ia the treatment? 

It is not always possible to use the laryngoscope to advan- 
tage when the foreign body is situated low down in the 




pharynx, and in such cases the finger should be introduced 
into the pharynx, and il' a foreign body be felt an effort 
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should be made to scratch it loose with the finger-nail and 
withdraw it. When the offending substance can be seen, a 
pair of forceps, either straight or curved, according to its 
position, should be used to withdraw it (Fig. 86). It should 
be remembered that after the removal of a foreign body a 
sensation as of its presence remains for some days. 

THE TONSILS. 

ACUTE TONSILLITIS. 

Wliat is acute tonsillitis? 

Acute tonsillitis is an inflammation of the tonsils and ad- 
jacent structures. There are two common varieties, the 
croupous and the phlegmonous. 

What other names is it known by ? 

Quinsy ; amygdalitis ; cynanche tonsillaris ; angina tonsilla- 
ris ; angina faucium ; follicular tonsillitis ; croupous tonsillitis. 

What is its etiology? 

The croupous variety of the disease is the result of infec- 
tion, the disease being infectious, but probably not conta- 
gious. The phlegmonous variety is apparently often the 
result of exposure to cold and wet ; but a person who has 
once had the affection is rendered more liable to subsequent 
attacks. Recurrent attacks of peritonsillitis are often the 
result of chronic inflammation of the tonsils, with or without 
hypertrophy. The cheesy secretion that is retained within 
the crypts under such circumstances becomes from time to 
time a source of infection and inoculates either the tonsil- 
lar structure itself or, more frequently, the surrounding 
cellular tissue. Deposits of fetid material between the tonsil 
and the anterior pillar, when the tonsil is partially adherent 
to it, also are capable of inoculating the adjacent cellular 
tissue and causing recurrent attacks of peritonsillar abscess. 
For these reasons excision of hypertrophied tonsils is not 
always followed by a cessation of recurrent attacks of quinsy, 
unless, after the excision, care is taken to destroy with the 
galvanocautery-knife all crypts that may remain in the stump 
of the tonsil, and dissect the latter loose from the faucial 
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pillars, should it be adherent, in order to destroy all recep- 
tacles capable of retaining putrid secretions. 

However, recurrent quinsy occurs in individuals who be- 
tween the attacks have apparently normal tonsils. In such 
cases the rheumatic and gouty diathesis also plays its part in 
the production of an attack of acute tonsillitis. Phlegmonous 
tonsillitis is a disease of adolescence and early adult life, and 
does not very frequently attack individuals who are over 
thirty-five years of age. 

What is its pathology? 

The inflammation may be only superficial (erythematous 
tonsillitis), or may involve the parenchyma of the gland 
(parenchymatous tonsillitis). When the inflammation is deep- 
seated, an abscess may occur either in the tonsil or more fre- 
quently in the cellular tissue about the tonsil, but the brunt 
of the inflammation is frequently borne by the crypts of the 
tonsils, which pour out an abundant fibrinous secretion, which, 
adhering to the surface of the tonsil, presents somewhat the 
appearance of a diphtheritic membrane (croupous tonsillitis). 

What is the diagnosis? 

By croupous tonsillitis is meant an inflammation of the tonsil, 
originating in the crypts and accompanied by the formation 
of a })seu(lomembrane which, at first confined to the neighbor- 
hood of the cry])ts, often finally extends over the entire tonsil 
or tonsils, if both be involved. In typical cases occurring in 
adults there is usually no difliculty in distinguishing by the 
unaided eye the difierence between such a membrane and the 
more yellowish, thicker, and sometimes seminecrotic mem- 
brane of diphtheria. The crou})ous membrane is thin, white, 
perhaps o])alescent, and can somewhat readily be wiped away, 
a small piece at a time, by means of a cotton-tipped probe. 
Ordinarily it does not extend beyond the tonsils. 

In some instances, however, in the case of young children, 
diagnosis by the unaided eye between the two affections is by 
no means easy. The struggles of the child allow only a 
momentary glance at the parts and for the same reason some 
bleeding may occur in the effort to remove a part of the mem- 
brane. Occasionally in such cases a thin opalescent patch 
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occurs upon the anterior pillars or elsewhere in the neighbor- 
hood of the tonsil, whose appearance is very deceptive. 

Ordinarily the temperature is higher in croupous or follic- 
ular tonsillitis than in diphtheria, but some cases, after a tem- 
perature of 103° F. or thereabouts for the first twenty-four 
hours, assume the characteristic lower temperature of mild 
dii)htheria. In rare instances alhnmhnma occurs during an 
attack of croupous tonsillitis in children, and several compe- 
tent observers have reported cases of croupous tonsillitis fol- 
lowed by paralysis of the soft palate. 

Rare in the adult, at least a croupy cough is to be expected 
in young children with follicular tonsillitis, and sufficient lar- 
yngeal stenosis to require intubation is not imj)ossible. 

The disease is undoubtedly infectious, but some doubt exists 
as to its being contagious. Under the microscope several 
varieties of bacteria are oft;en found in the pseudomembrane, 
the most constant being the streptococcus. As the strepto- 
coccus and other varieties of bacteria sometimes exist in the 
sui)erficial layer of diphtheritic membranes and mask the 
presence of the Klebs-Loffler bacillus, which is present in the 
deeper parts of the pseudomembrane, even culture-tests are 
not always reliable as a means of diagnosis. 

What are its symptoms? 

Both in croupous and phlegmonous tonsillitis dryness 
and stiffness in the throat is first noticed, soon followed 
by dysphagia. There is a chill or chilly sensations, and 
pain in the legs and back, headache, and fever. As the 
disease progresses, the sufferings of the ])atient become severe. 
The dryness of the throat causes frecjuent attemj)ts at swallow- 
ing saliva, which are exceedingly ])ainful. The mouth can 
l)e opened only with pain and difficulty, and speech becomes 
almost unintelligible. The tongue is heavily coated and the 
breath intolerably fetid. The hearing is frequently blunted 
from extension of the disease to the Eustachian tubes, and 
abscess of the ear sometimes results, while nasal breathing is 
usually entirely abolished. The fever, pain, and difficulty 
of swallowing l)ecome greater and greater if an abscess is 
forming, and the relief is })r()])<)rtionately great after it has 
opened. As the patient ex^xjctorates the pus, he feels almost 



166 ACUTE TONSILLITIS, 

well, so great is the sense of relief, the fever and pain sub- 
siding together. 

Wliat is the treatment? 

A thorough application of a solution of nitrate of silver, of 
the strength of 1 or 2 drams to the fluidounce of water, 
almost invariably aborts the attack, if applied early, and the 
inflammation is superficial. The silver solution should be 
freely painted upon the tonsils and adjacent inflamed mucous 
membrane by means of a swab of cotton. The relief expe- 
rienced by the patient as the result of the application is 
almost instantaneous, and the application should be repeated 
once or twice a day, until all inflammatory symptoms have 
subsided. The nares and pharynx should be washed by means 
of a spray from an atomizer containing a detergent solution 
(Formulas 1 and 2) before making these applications, and 
FormuFa 32 or 43 may be prescribed for the patient's use 
in the intervals between the applications. It is best also to 
open the patient's bowels thoroughly at the commencement 
of an attack by means of a saline cathartic. When these 
measures do not succeed in aborting the attack, but the fever 
and suffering of the patient are constantly increasing, aconite 
in drop doses of the tincture every hour or every two hours 
will give most excellent results. When pus has formed the 
abscess should be opened. 

The surgeon should carefully search for fluctuation by 
means of his forefinger introduced into the patient's mouth. 
As the abscess is almost always peritonsillar, a fluctuating 
area is most commonly felt through the anterior pillar above 
the tonsil. Into this place, the so-called point of election, a 
small bistoury or, better, the spear-pointed knife used in punc- 
turing the ear-drum, should be carefully thrust with the 
blade vertical, in order to avoid as far as possible cutting 
any large vessel that may occupy an anomalous position in 
this region. If a sudden secession of resistance indicates 
that an abscess cavity has been penetrated, the blades of a 
pair of angular scissors or forceps should be introduced and 
the puncture stretched open until the pus has escaped. The 
cavity may then be washed out with sterile water. The 
escape of pus is followed by immediate and great relief and all 
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symptoms usually quickly subside. Even when no pus escapes 
from the incision, the bleeding affords a certain amount of 
relief and may bring about resolution of the inflammation. 
The surgeon therefore should not hesitate to puncture a hard- 
ened, but not fluctuating, mass at the so-called point of elec- 
tion, as the procedure is usually followed by satisfactory re- 
sults in cases where no pus is encountered. 

Occasionally when the tonsils are adherent to the anterior 
or posterior pillars of the fauces an abscess will form between 
the tonsil and the pillar. Under such circumstances if a sus- 
picious hardness is felt either in front or behind the tonsil, it 
should be separated from the pillar by means of a bent probe, 
an ordinary strabismus-hook being useful for this purpose. 
The procedure is sometimes followed by an escape of pus. 

In the case of adults the writer has in many instances 
aborted follicular tonsillitis by the following method : Each 
affected crypt was in turn washed out with peroxid of hydro- 
gen, by means of a Blake's middle-ear cannula screwed on to 
a 'hypodermic syringe. The curved tip of the cannula em- 
ployed is about one-half inch in length and capable of reach- 
ing to the bottom of the follicle. Only a drop or two of the 
peroxid is injected at one time, but the process is repeated 
until all of the exudate has disappeared. A fine Allen's 
prol)e with a few fibers of cotton wrapped about its end is 
then bent at an appropriate angle, and, after being dipped 
into a solution of nitrate of silver, one dram to the ounce, is 
carried to the bottom of a follicle and the process repeated 
until each of the affected crypts have received the silver solu- 
tion. The surface of the tonsil is then painted with the same 
solution. The treatment is followed immediately by a sense 
of relief and comfort, and the difficulty in swallowing is in a 
great measure alleviated. The process may be repeated two 
or three times a day, and in successful cases brings about a 
cure at the end of the second or third day. 

In cases of children or in adults, when as the result of 
timidity or excessive irritability of the fauces, this method is 
not applicable, spraying the parts with peroxid of hydrogen 
and the application of a 60-grain solution of nitrate of 
silver suffices for the local treatment, and is far superior to 
the application of more irritating sul)stances, even in cases 
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suspected of being diphtheria ; although in this connection it 
should be borne in mind that the mucous membrane covering 
the pillars and the tonsils is scarcely more irritable than that 
of the mouth — a fact that can easily be verified by experi- 
ment, and which those who discountenance the use of peroxid 
and solutions of iron, etc., on account of their irritating 
qualities are apparently not aware. A 60-grain solution of 
silver carefully applied to the tonsils occasions little or no 
discomfort in health, and when the mucous membrane of this 
region is inflamed the solution apparently acts as a sedative 
and its application is followed by a sense of relief and com- 
fort. This, however, is by no means true of the mucous mem- 
brane covering the posterior wall of the pharynx, and care 
should be exercised not to irritate it by the application of the 
silver solution. 

CHRONIC INFLAMMATION OF THE TONSILS WITHOUT 

HYPERTROPHY. 

Describe chronic inflammation of the tonsils without hsrper- 
trophy. 

The condition is characterized by a feeling of fulness and 
discomfort in the region of the tonsils. Upon inspection, the 
tonsils, although not hypertrophied, are redder than normal, 
and many of the crypts are filled with a cheesy exudate. The 
neighboring lymphatics are usually enlarged and generally 
tender to the touch. 

What is the treatment ? 

The cheesy exudate should be carefully removed from the 
crypts, and a saturated solution of iodin applied to the inte- 
rior of each crypt by means of a few shreds of absorbent 
cotton wrapped about the end of a fine probe which is bent 
at a right angle. Should biweekly applications of iodin in 
this manner to the interior of the crypts not prove successful, 
a fine galvanocautery-knife should be inserted while cold into 
such of the crypts as resist treatment, and whilst in situ suf- 
ficiently heated to destroy the secreting surfaces and burn 
through the tissues to the surface. In cases where the crypts 
are very deep, cutting through to the surface of the tonsil is a 
somewhat painful procedure, and JMakuen's knives (Fig. 87) 
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had better be used for the purpose, after which the wound 
should be seared with the galvanocautery to prevent its re- 
uniting during the healing process. Makuen's instruments 
are also convenient for dissecting loose the tonsil when ad- 
herent to the faucial pillars. 

The cheesy secretions can readily be removed by directing 
against the mouth of the crypt a current of air from an air- 
compressor. Under such circumstances the little masses are 
blown out of the crypts with considerable force, and some- 
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Fig. 87.— Set of tonsil instruments (Makuen's), consisting of two knives (right 

and left), one probe, and one caret. 

times strike the opposite side of the pharynx. The air- 
current can be conveyed to the surface of the tonsil by means 
of a small-sized Eustachian catheter or other small tube fitted 
upon the automatic cut-off (Fig. 35). 

What is cyst of the tonsil ? 

Occasionally the tonsil becomes the seat of cystic disease. 
Usually the cyst is small in size, but sometimes it may be of 
sufficient capacity to contain half a dram of milky fluid or 
the contents of the cyst may be of cheesy consistency. 

What is the treatment? 

The anterior wall of the cyst should l)e excised, and its 
interior painted with saturated tincture of iodin. 
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CHRONIC INFLAMMATION WITH HYPERTROPHY OF 

THE TONSILS. 

What three varieties of chronic hypertrophy of the tonsils 
are met with in practice? 
First, the ordinary soft hypertrophy of the tonsils found in 
children and young adults. Second, the so-called ragged 
tonsil, the result of frequent abscesses, which have caused the 
sloughing away of a portion of the glandular mass ; and, 
thirdly, the scirrhous or hard tonsil, which is characterized by 
an enormous increase of the connective tissue of the gland 
and a canalicularization of its blood-vessels. 

What are the symptoms? 

There is generally more or less obstruction to breathing : 
the patient snoring during sleep. The articularization is 
what is termed thick, and there may be some difficulty in 
swallowing, especially in the cases of young children. The 
crypts of the tonsil may become filled with cheesy masses, 
which, undergoing putrefaction, imparts to the breath an 
offensive odor. Hypertrophied tonsils also sometimes interfere 
with the pro^Hir performance of the functions of the Eusta- 




Fio. 88.— Good Willie's tonsil-compressor. 

chian tubes and thus are the cause of aural catarrh and 
deafness. 

What is the treatment? 

Removal of the major portion of the hypertrophied gland, 
either with the tonsillotome or snare or by means of the 
galvanocauter '^ 'ionally the operation with the tonsil- 
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lotome is followed hj dangeruus heDiorrhage. Under 
ninietancefl Goodwillie's Um- 
sil-eoin pressor (Fig. 88} will 
l>e foiled couvenient for tem- 
porarily CDiitrolliDg the heiu- 
urrhage uatil, if iieoesaary, 
more effective measures can 
be carried out. Care sbould 
lie takea uot to wouud tlie 
anterior pillar of the fauces, 
as it contains a small artery 
which, when wounded, gives 
riae to troublesouie bleeding. 
Therefore, wheu the anterior 
pillar is adherent to the 
tonsil, it sbould be carefully 
separated from it by means of 
a probe and Makiien's knife. 
Wheu from any cause it ia 
undesirable to use the tonail- 
lotome, the wire en are of 
Jarvis (Fig. 45) can some- 
times be used to advantage, 
but the operation is then much 
more painful and tedious than 
when tbe toosillotome is used. 
^irrhoua tonsils should not 
\te removed with the toneillfr 
tome. as, owing to the canal- 
icularizution of the blood- 
vessels, a wounded artery 
cannot contract, and the 
hemorrhage is usually long 
cootinud, and may be pro- 
fuse and alarming. Hence, 
hard ton^ls are most safely 
removed by means of the 
Jarvis snare or the galvano- 
cauterj- snare. The hot wire 
severs the tonsil almost ae 
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quickly as the tonsillotome, but leaves a burned surface that 
is painful and somewhat slow to heal. 

Should an artery be observed to spurt after an operation 
upon the tonsils, the bleeding spot should be pierced with a 
tenaculum, by twisting which a sufficient amount of torsion 
can usually be made upon the tissues to stop the hemorrhage, 
or the artery can usually be seized by long-bladed hemostatic 
forceps, and the bleeding stopped by compression or torsion. 

In cases of long-continued oozing of blood from the cut 
surface of the tonsil, Formula 35 may frequently be used 
with success to control it, or the solid stick of nitrate of silver 
may be rubl)ed over the bleeding surface. 

The operation with the galvanocautery is performed in the 
following manner : a small galvanocautery-knife is intro- 
duced, cold, into one of the crypts of the tonsils, and being 
heated while in sitUy is made to burn its way out. Two or 
three such burns may be made, at a sitting, upon a tonsil, 
and will be followed by considerable shrinking of the hyper- 
trophied gland. But one of the tonsils should be operated 
upon with the galvanocautery at any one time, and from five 
to fifteen such operations are required to reduce the gland to 
satisfactory dimensions. Hy})ertroj)hied tonsils may also be 
reduced in size by inserting iodin within the crypts by means 
of a slender probe whose end is bent at a right angle and 
wra])ped with a minute portion of absorbent cotton dipped 
into a paste consisting of iodin crystals pulverized with a 
small amount of glycerin. The bent end of the probe, with 
the cotton wrapped about it, should be so slender as to readily 
enter each cry})t. This application of iodin, which should be 
made at intervals of three or four days, often brings about a 
rapid absorption of the hypertrophy. 

ELONGATION OF THE UVULA. 

What varieties of elongated uvula are there ? 

The whole mass of the uvula may be hypertrophied, or the 
organ may be dropsical. More frequently, however, merely 
the mucous membrane is relaxed and hangs as a conical tip 
below the uvula proi)er. In rare cases a warty growth is 
attached to the end of the elongated uvula. 
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What is its etiology ? 

It is generally the result of chronic pharyngitis, the con- 
stant hawking to dislodge masses of mucus from the pharynx 
having a tendency to cause the affection. Paralysis of the 
palate is a frequent symptom in necrosing ethmoiditis, and in 
such cases paralysis of the azygos uvula) muscles and conse- 
quent elongation of the uvula are concomitant with the 
affection. 

What are the symptoms? 

Patients complain of ** a tickling in their throats." The 
elongated uvula hanging in contact with the base of the 
tongue causes an almost constant short cough as an effort to 
dislodge a supposed foreign substance. These efforts are 
sometimes persisted in until nausea and vomiting result. 
Snoring is usually marked and the sleep is disturbed by 
dreams. 

What is the treatment? 

The redundant portion of the uvula should be amputated 
if necessary (see page 155). The operation is perhaps best 
done in the following manner : The uvula is grasped with a 
pair of dressing or polypus forceps at a point just below 
where it is decided to amputate. The uvula is stretched well 
forward and cut off close to the forceps by a single cut of a 
pair of somewhat heavy scissors, curved upon the flat, and 
held with their concavity upward in such a manner that the 
uvula is cut somewhat obliquely upward ; and the wound 
being upon the posterior surface, is protected from contact 
with food during the healing process. Generally there is but 
little inflammatory reaction and the wound heals promptly ; 
but occasionally a mild acute pharyngitis occurs when the 
uvula is thick and fleshy, as the result of the operation. 

THE POSTNASAL SPACE OR NASOPHARYNX. 

What diseases occur in the postnasal space? 

Postnasal catarrh may be either secondary, as when a nasal 
or middle-ear catarrh discharges into the postnasal space, or 
the disease may be primary and extend to either of those 
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organs. The naaopharynx may be blocked l>y posterior 
hypertrophies of the turbinated bodies, or l)y polypi, cysts, 
fibroid tumors, or maligQaDt gronths, springing from the 
posterior nares or from the vault of the pharynx. A some- 




what common affection heginuiiig generally in childhood is 
hypertrophy of the pharyngeal or Lusca's tonsil. 

What is adenoid vegetatioiis or hypertrophy of the pharyn- 
geal tonsil ? 

Adenoid vegetations or hypertrophy of the pharyngeal ton- 
sil (Fig. 90) is an overgrowth of the normal adenoid tissue of 
the pharyngeal vault. The affection is often associated with 
hypertrophy of the faucial tonsils, and generally commences 
in childhood, but may be met with in patients of any age. 

What are the BjrmptoinB 7 

If the adenoid v^etations are at all large, they block up 
the posterior nares and compel mouth-breathing, the pinched 
nostrils and half open mouth giving the face a vacant and 
well-nigh idiotic expression (Fig. 91). Breathing is audible, 
even during the day, and there is always loud snoring during 
sleep. The voice is toneless, articulation is indistinct, and the 
hearing is more or less impaired. 

What is the treatment? 

Adenoid vegetations tend to disappear of themselves ae the 
individual passes through adult age, but may, in the mean- 
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dme, have produced irreparable injury to the ears, and even 
have altered the shape of the Iwnes of the fat'e. Application 
of Formula 10 to the p«tiiasal sjmce will aometiniea hring 
ahout a iiluw absurptiuu of the hypertrophied tissue, but the 




Fro. 91.— Faola! oipresaion reeulting (Vom hypcrtrophied tonsils, 

only treatmeut adequate in the majority of cases is a thorough 
removal of the mass by surgical procedures. Often the 
masses of adeuoid tissue are bo soft that they can be scTajwd 
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away by means of the forefinger, introduced behind tlie soft 
{talnte. In adults Liiewenberg'a postnasal cutting forceps 
(Fig, 92) may be used ; the ojierator being careful to begin 
o|>eratiiig in the median line, and working from it in each 
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direction until the entire mass is cut and torn away from 
its attachment, at the same time being exceedingly careful 
not to wound the orifices of the Eustachian tubes. 

In children, or in adults in whom the pharyngeal tonsil is 
still comparatively soft, Gottstein's curet (Fig. 93) is a most 
efficient instrument. Young children should be seated in the 
lap of a nurse, upon a piano-stool opposite the operator, in the 




Fig. 93.— Gottstein's postuasal curet. 

same manner as for an ordinary examination of the nose and 
pharynx. The nurse passes her arms beneath those of the 
child, and places her hands, one on each side of the child's 
forehead, in such a manner as to control the movements of the 
head. When held in this manner, it is impossible for the 
child to clutch with his hand the operator or his instruments. 
The curet is now passed behind the palate, and the handle 
of the instrument depressed until the outer edge of the 
ring is felt to rest against the septum. By sweeping the 
ring backward and downward against the pharyngeal wall 
the growth is brought within the curet, and is scraped from 
its attachment. Without removing the instrument from the 




Fig. 94.— Gottstein's improved nasal curet. 

mouth, the maneuver is quickly repeated at each side of the 
median line, in order to be certain that the major portion of 
the growth has been removed. In older children and in 
adults Gottstein's improved curet (Fig. 94), with its sharp 
cutting edge, is the preferable instrument, as it is capable of 
removing larger and harder growths. 

The operation should be performed quickly, but with 
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gentleness, little force being required to sever the growth from 
its attachment. It is neither necessary nor desirable to re- 
move the whole of the adenoid tissue, but simply that portion 
which interferes with nasal respiration and the functions of 
the Eustachian tubes. In very young children the parts of 
the growth removed by the curet are either swallowed, expec- 
torated, or blown through the nose. The hemorrhage follow- 
ing the operation is generally trifling, and the after-treatment 
consists simply in keeping the parts clean with an antiseptic 
wash (Formulas 1 and 2). 

When a general anesthetic is employed it should be ether 
and not chloroform, because in this condition it is extremely 
dangerous, somewhat numerous deaths having been reported. 
The ether should not be pushed to complete abolition of the 
reflexes, as even when only partially etherizeS the patient will 
probably become momentarily blue from partial asphyxia 
caused by the quantity of blood that generally enters the 
larynx. 

Ether is rarely if ever necessary to secure an adequate 
removal of the hypertrophy. However the major portion 
of successful operators prefer to operate under ether anes- 
thesia, stating that the operation then can be done more 
deliberately, and there is less danger of failure to remove all 
portions of the hypertrophy that are pathologic. The curet- 
ting should not be so radical as to expose the fibrous tissue 
overlying the vertebrse or expose or tear loose the upper 
border of the superior constrictor of the pharynx. During 
the operation the patient's head should be turned to one 
side or allowed to hang downward over the edge of the 
table in order to favor the escape of blood from the mouth 
and nose. 

The improvement in nasal respiration and in pronunciation 
following the operation is immediate and pronounced ; and if 
hearing was impaired as the result of interference with the 
function of the Eustachian tubes, the acuteness of hearing 
rapidly improves after the operation. In adults the reaction 
from the operation is but trifling. Children, however, some- 
times complain for a few days that the throat is sore and that 
it hurts them to swallow. 

12 
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DISEASES OF THE LARYNX. 

ANEMIA OF THE LARYNX. 

When is the presence of laryngeal anemia of especial im- 
portance ? 
Ist. When associated with functional aphonia. 2d. When, 
during the course of an attack of chronic laryngitis, the 
mucous membrane covering the arytenoid folds, arytenoid 
cartilages, and ventricular bands is abnormally pale while the 
vocal cords are the seat of indolent congestion, the patient 
not being generally anemic. Each of the above conditions 
are premonitory of laryngeal phthisis. 

HYPEREMIA OF THE LARYNX. 

What is hyperemia of the larynx? 

Hyperemia of the larynx is a congestion of the mucous 
membrane of the larynx, most marked where the submucosa 
is loose, fat, and thick, as upon the epiglottic folds, ventricular 
bands and ventricles ; the epiglottis, vocal cords, and inferior 
cavity of the larynx being but little altered in color. 

What is its significance ? 

Its presence renders an individual more prone to contract 
acute or chronic laryngitis. 

What is its etiology? 

Hyperemia of the larynx is oftenest the result of excessive 
smoking, especially of cigarette-smoking. It also results 
from working in dusty rooms, and amid irritating chemical 
fumes. 

ACUTE LARYNGITIS. 

What is acute laryngitis? 

Acute laryngitis is an acute inflammation of the mucous 
membrane of the larynx, sometimes extending to the submu- 
cous tissue and muscles. 

What other names is it known by ? 
Mucous laryngitis ; catarrhal laryngitis, 
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What is its etiology? 

Acute laryngitis is generally the result of exposure to wet 
and cold, the same causes that produce an ordinary coryza, 
acute laryngitis being in many instances simply an extension 
of the disease downward. Many individuals have a heredi- 
tary or acquired tendency toward laryngeal inflammations. 
The affection also occurs as a complication in measles, variola, 
scarlatina, typhoid, rotheln, and chicken-pox, and also as the 
result of traumatism, such as the inhalation of steam or irri- 
tating vapors. When acute laryngitis results from trauma- 
tism, the inflammation frequently assumes the edematous form 
of the disease, as the result of the submucous tissues being 
involved, while in children the croupous form is frequently 
met with, the mucous membrane of the larynx being covered 
with false membrane. 

What are the symptoms? 

The voice is altered in almost alt cases, becoming in some 
almost aphonic, and its use extremely fatiguing and some- 
times painful. In adults the respiration is generally unem- 
barrassed, embarrassed respiration indicating that the inflam- 
mation is assuming the more serious character of edema. In 
children, on the contrary, embarrassed respiration is often the 
first symptom of the attack, the embarrassed respiration quickly 
assuming the spasmodic character of croup. The expectora- 
tion in adults is at first clear, frothy, mucopurulent, but 
somewhat scanty, abundant expectoration indicating that the 
disease has extended to the bronchi. Expectoration in chil- 
dren being always very scanty probably explains why the 
paroxysms of dyspnea are so severe and prolonged, the pain, 
tickling, and sense of tightness in the throat being in them 
more severe. The color of the mucous membrane of the 
larynx as seen in the laryngoscope is always heightened, but 
varies in diflTerent parts of the larynx and according to the 
degree of the inflammation, the cords in slight attacks being 
quite white, while in severe attacks they are so red as to be 
scarcely distinguished from the surrounding parts. The ven- 
tricular bands are also sometimes so swollen as to entirely 
cover the vocal cords, or the cords may be prevented from 
approximation by swelling of the posterior gloUie <iQ\cv\s\\?svvt^. 
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What is the treatment? 

It is well to begin with the administration of a saline 
cathartic. The patient should remain in a warm room, avoid 
using his voice, and an application should be made to the 
interior of the larynx once or twice each day of a sedative 
and slightly astringent powder (Formula 22) by means of a 
powder-blower (Fig. 39). In making such an application to 
the interior of the larynx the patient is requested to grasp the 
tip of his tongue with a napkin and hold the tongue well for- 
ward. The operator, holding the laryngeal mirror in his left 
hand, introduces the mirror into the fauces in such a manner 
that he sees the reflected image of the glottis. The powder- 
blower should be held in the operator's right hand, and its 
nozzle is placed in the pharynx in such a position that it is 
seen reflected in the laryngeal mirror, and moved until it is 
observed to point toward the glottis. The patient is requested 
to say "a," and at the same instant the powder should be 
blown from the powder-blower into the larynx. When an 
individual says " a " or, indeed, makes any other sound with 
his vocal organs, the cords are brought together in order to 
produce it, so that any application made at that instant is 
limited to that part of the larynx above the cords. Should it 
be deemed necessary to apply the powder to that portion of 
the larynx which is below the cords, it may be accomplished 
by using the powder-blower while the patient holds his breath, 
or the powder may be carried deep into the bronchi, if the 
powder-blower be used while the patient is performing the act 
of inspiration. After the more acute stage of the disease has 
passed, Formula 20, or even 19, should be used instead of 
Formula 22 as an application to the interior of the larynx. 
In the more severe cases powders of any kind are not well 
borne, and under such circumstances relief will be obtained bv 
spraying the larynx with a 4 per cent, solution of cocain, and 
after an interval with a 10 per cent extract of suprarenal 
capsule. In all cases of acute laryngitis the inhalation of 
hot, moist air answers a very useful purpose, and the patient 
should use at home a bottle-inhaler or the instrument shown 
in Fig. 38. The inhaler should be filled one-third full of 
hot water, to which may be added a teaspoonful of the com- 
pound tincture of benzoin, and should be used by the patient 
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four or five times a day, the fufaes of the benzoin, as well as 
the moist warm air produced by drawing the breath through 
the hot water in the instrument, exerting a decidedly sedative 
effect upon the inflamed mucous membrane of the larynx. 

The application of cold or heat to the skin over the larynx 
gives decided relief in the more severe cases. As to the 
selection of heat or cold the sensations of the patient would 
seem to be the best guide. In the writer's experience heat is 
usually the more grateful. Cold may be applied by means of 
a Leiter coil or a small ice-bag or a napkin wrung out of ice- 
water and applied to the neck over the larynx. It should be 
changed sufficiently often to maintain the degree of cold 
desired. 

Heat may be utilized by applying a Leiter coil upon the 
skin over the larynx in the usual manner and allowing hot 
water to flow through the coil. A folded napkin should be 
placed under the coil to protect the skin, and the temperature 
of the water should be as high as can be borne comfortably 
by the patient. 

The more severe forms of acute laryngitis, fortunately rare, 
will require careful watching, and the physician should be 
prepared to prevent suffocation from edema of the glottis by 
scarifying the epiglottis or, if necessary, by intubation or 
tracheotomy. 

SUBACUTE LARYNGITIS. 

What is subacute laryngitis? 

Subacute laryngitis is an inflammation of the mucous mem- 
brane of the larynx, subacute in character. 

What is its etiology ? 

Subacute laryngitis commonly results from the same causes 
as the acute form of the disease. It generally attacks indi- 
viduals of feeble constitution, or it may result from neglecting 
to treat properly the acute affection. Usually slight dyspnea 
and hoarseness are the prominent symptoms. The former, 
generally worse at night, sometimes occasions the patient 
alarm. Feeble individuals, especially children who spend 
most of their lives indoors, are more liable to attacks of this 
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disease than the robust and those who are much out of doors. 
A frequent predisposing cause is the admixture of the products 
of combustion with the hot air supplied from furnaces. A 
careful supervision of the workman each fall when the fur- 
nace is put in order for the winter, so as to make sure that 
the parts of the fire-box are fitted too tightly to allow of any 
escaj^e of carl)on-dioxid gas into the hot-air chamber, will 
sometimes prevent every member of the household suffering 
from recurrent attacks of sore throat during the entire 
winter. 

Certain dusty occupations and the frequent inhalation of 
irritating fumes produce chronic laryngitis and acute exacer- 
bations of the inflammation. By far the most common cause 
is exposure to cold. However, it is not usually normal res- 
piration of cold air that is responsible tor attacks of acute 
laryngitis, because as long as the nose is normal the air in- 
spired through it is moistened and its temperature raised 
sufficiently to render it harmless to the larynx. This is not 
the case, however, in individuals whose noses are sufficientlv 
abnormal to necessitate mouth-breathing, and it is somewhat 
curious to note in this connection that during the first few 
years of a chronic nasal catarrh each cold is essentially nasal ; 
but in the later stages of the disease the brunt of such attacks 
is borne by the larynx and trachea. This is probably not 
due to an extension of the catarrhal disease by continuity of 
surface, but to incretising hypertrophy of the turbinated 
bodies, rendering the individual a mouth-breather as soon as 
he inhales cold air. But it is not the inspiration of cold air 
that most frequently is responsible for an attack of acute 
laryngitis. Most individuals take cold through their feet. 
The ground is a mu(^h better conductor of heat than the 
atmosphere, and therefore the soles of the shoes should be of 
heavy material. The shoes should be loose about the ankles 
so as not to impede the circulation, and so constructed as not 
to prevent the evaporation of moisture. A dentist friend and 
patient informed me that he suffered for years with cold feet 
until he adopted the plan of wearing low shoes the entire 
year. During the winter his woollen underdrawers were 
made long enough to extend over the ankles and protect 
them. He wore cotton or light wool stockings. 
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What is its treatment ? 

The treatment is similar to that of acute laryngitis. A 
most important part of the treatment of acute laryngitis is 
rest, especially of the inflamed larynx. All unnecessary 
talking should be avoided, and no eflfort made to talk above a 
whisper. In the case of singers, orators, and actors, where it 
is of the utmost importance that a normal voice should be 
regained as speedily as possible, absolute rest in bed in a 
warm room will do much to hasten the desired result ; i 
of a grain of calomel with 5 grains of bicarbonate of 
sodium should be given every hour until six doses have been 
taken or the bowels freely moved. If the attack is of suffi- 
cient severity to cause some elevation of temperature and a 
hot, dry skin, drop-doses of tincture of aconite root should be 
given every fifteen minutes until three or four doses have 
been taken, and then every hour until the skin has become 
moist. Of the other internal remedies, yerba santa usually 
yields the most speedy and satisfactory results, especially 
in cases unaccompanied by fever and a hot, dry skin. A 
pill containing 1 or 2 grains of the extract combined with 
y^^ of a grain of strychnin should be given every two hours, 
or the patient may take half a teaspoonful of nialto-yerbine 
every one or two hours. 

Both cocain and antipyrin have sedative and astringent 
effects upon the inflamed mucous membrane of the larynx. 
The application of the former gives relief for only half an 
hour, and is followed by increased congestion. The effect of 
cocain can be maintained by frequent instillation of the drug 
or by following its use by a spray of antipyrin, which will 
maintain the local sedative eflects of the cocain in many in- 
stances for from two to four hours. 

Cocain, when applied to the posterior wall of the pharynx, 
produces a most disagreeable feeling of dryness, and in many 
instances violent retching and vomiting. In skilful hands 
the application of a 4 per cent, solution to the larynx yields 
decided relief; but the utmost care should be employed that 
none reaches the pharynx, or the suffering of the patient 
will be increased rather than alleviated. The solution should 
not be used in an atomizer, but carefully applied by means 
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of a brush to the epiglottis and larynx with the aid of the 
laryngoscopic mirror. 

However, ite use readily may be dispensed with ; the in- 
halation of the spray from an atomizer containing a 4 per 
cent solution of antipyrin giving in most instances all requisite 
relief. The patient should be instructed to spray the larynx 
during inspiration every three hours. 

Decided relief also follows spraying the larynx with a 10 
per cent, watery extract of suprarenal capsules or a 1 : 1000 
solution of adrenalin chlorid every two or three hours. How- 
ever, the relief afforded is not greater than that obtained 
from antipyrin. 

After the more acute stages of the disease have passed, and 
in the milder attacks of hoarseness affecting singers, astrin- 
gents yield better results than the antipyrin or adrenalin, and 
the spray from an atomizer containing a 2 to 4 per cent, solu- 
tion of alumnol may be inhaled by the patient every hour or 
two with decided advantage. In singers and actors with slight 
laryngitis the neurotic element plays an important part, and 
voice-failure when on the stage is largely due to nervousness 
and fear. Under such circumstances a pill containing g^^ of 
a grain of strychnin or a teaspoonful of the fluid extract of 
coca in a glass of sherry wine, taken immediately before the 
curtain rises, will do much to secure a satisfactory control of 
the voice during the performance. 



CHRONIC LARYNGITIS. 

What is chronic laryngitis ? 

Chronic laryngitis is a chronic inflammation of the mucous 
membrane of the larynx. 

What other name is it known by. 
Chronic laryngeal catarrh. 

What is its etiology? 

It is generally the result of faulty use of the voice by 
singers or public speakers, and also of excessive smoking, 
especially cigarette smoking. The smoking of cigarettes is 
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particularly injurious, not on account of the paper wrappers 
or any peculiarity of tobacco, but from the habit all cigarette- 
smokers soon acquire of inhaling the smoke and bringing it 
directly into contact with the sensitive mucous membrane of 
the larynx. It is the very "mildness'' of the smoke from 
cigarettes, in comparison with cigar smoke or that of a pipe 
that make them more injurious. The convenience and cheap- 
ness of cigarettes also causes the cigarette-smoker to light a 
cigarette whenever he has a few moments to spare, and under 
circumstances when he would not think of smoking a cigar or 
a pipe, the ill effects of which are generally confined to the 
pharynx, and are most noticeable in those who while smoking 
indulge in frequent expectoration. Occupations that require 
working in a dusty atmosphere, and the frequent drinking of 
undiluted distilled liquors, are also causes of the disease, 
while the affection is sometimes simply the expression of the 
rheumatic diathesis. The presence of tumors inside the larynx 
may be classed as the result rather than the cause of chronic 
laryngitis. 

What are the ssrmptoms? 

The voice is, as a rule, chronically hoarse, but the degree 
of hoarseness varies materially from time to time. In singers 
the injury to the voice will be manifested in loss of range, 
diminished endurance, and loss of control. As the disease 
advances all vocal efforts will be obviously strained and 
labored. Cough is by no means a constant symptom. The 
secretion is at no time very great in amount, and diminishes 
as the disease advances. It is thick, starch-like, and tena- 
cious. Small amounts of mucus frequently collect in the inter- 
arytenoid space, and, l)eing suddenly detached by coughing, 
are thrown out through the mouth to a considerable distance, 
^while little bridges of mucus are sometimes seen with the 
laryngoscope extending from cord to cord in the larynx. 
There is a constant feeling of constriction, as of a foreign 
body in the air-passages. Upon inspection certain portions 
of the mucous membrane of the larynx appear redder than 
normal ; and sometimes the entire mucous membrane of the 
larynx is of a uniform red color, with the exception of the 
cords, which may be somewhat lighter in color than the sur- 
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rounding parts. The mobility of the cords is frequently im- 
paired, either from swelling of the mucous membrane cover- 
ing the arytenoids, or from slight muscular pain. Erosion 
of the interarytenoid space is frequently seen. 

What is the prognosis ? 

Recovery from chronic laryngitis is always slow, and 
depends upon the faithfulness with which the treatment is car- 
ried out. 

What is the treatment? 

Constitutional remedies are not of the greatest importance ; 
but, as in every other chronic affection, the general health 
should be improved as much as possible. Local treatment 
should consist of the daily applications to the affected mucous 
membrane of a sedative or astringent solution by means of 
the spray of an atomizer. Formula 8 being most useful for 
this purpose. 

A 4 per cent, solution of alumnol usually yields even 
better results, but both solutions may be used, the antipyrin 
first, and then the alumnol. 

As an office treatment applications of protargol, 6 to 10 per 
cent, twice a week, sometimes yield excellent results, and the 
occasional application of nitrate of silver solution in obstinate 
cases is very beneficial. The use of the remedy requires 
some care, and a very little of the solution should be used 
until it is ascertained that its use is not followed by spasm of 
the glottis. Most larynxes will stand the application of a 
cotton-tipped applicator dripping with a solution of silver 
nitrate, 10 grains to the ounce, and solutions of a dram to the 
ounce cautiously can be employed. The unusually slight 
irritation produced by the application of even the stronger 
solutions sometimes lasts for several hours, but is followed by 
decided relief of hoarseness and congestion of the parts. 

In the more severe cases pain, congestion, and hoarseness 
are sometimes quickly relieved by the insufflation of pow- 
dered orthoform or antipyrin. A milder astringent powder 
consists of 1 part alumnol and 2 parts milk-sugar. It may 
be used with good effect in all cases of laryngeal congestion. 



PATHOLOQ Y-SYMPTOMS, 187 

LARYNGITIS SICCA. 

What is laryngitis sicca ? 

In rare cases, catarrh of the larynx results in an exhaustion 
of the fluid elements of the laryngeal secretion, as the result 
of atrophy of the glandular elements of the mucous mem- 
brane. The disease is generally associated with atrophic 
rhinitis and pharyngitis. 

What is its pathology? 

The appearance of the laryngeal mucous membrane is 
similar to that of the nose and pharynx in atrophic rhinitis 
and pharyngitis. In some cases the parts are simply dry 
and glazed, looking as if varnished ; in other cases there are 
accumulations of inspissated mucus, often greenish in color 
and emitting an offensive odor similar to that observed in 
atrophic rhinitis. The gross structural alterations that are 
seen in the nose in atrophic rhinitis are not observed in 
atrophic laryngitis. It is a disease characterized by dimin- 
ished and perverted secretions rather than by atrophy of 
mucous membrane, submucous structures, and laryngeal car- 
tilage. The masses of inspissated secretions cling to portions 
of the larynx where the glands are most numerous : the sul> 
glottic region and the upper surface of the ventricular bands. 

What are the symptoms? 

In cases where there are no accumulations the larynx feels 
dry and irritated. The voice is slightly hoarse, and tires 
upon the slightest exertion. In cases characterized by accu- 
mulation of fetid secretions, the sufferings of the patient are 
mainly due to the irritation produced by the presence of 
these secretions and by the patient's effort to rid himself of 
them. This sometimes is by no means easy to accomplish, 
and the patient's strength is exhausted by ceaseless and use- 
less coughing, usually worse at night. Occasionally a little 
mass will be ejected from the larynx with considerable vio- 
lence, bringing with it a small area of laryngeal epithelium, 
and producing a slight capillary hemorrhage which alarms 
the patient. In the few cases which the writer has seen — for 
the disease is somewhat rare — the patients were fairly well 
nourished. 
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Wliat is the treatment? 

In cases where the disease is the result of atrophic rhinitis, 
efforts should be directed toward improving the condition of 
the nose, so that the important function of warming and 
moistening the inspired air is restored. The wearing of 
cylinders of absorbent cotton within the nose, as directed for 
the treatment of atrophic rhinitis, is also valuable in bring- 
ing al)out an improved condition of the laryngeal secretions. 

Patients with atrophic rhinitis do well in a moist climate. 
In one case all laryngeal symptoms had disappeared upon the 
return of a patient to Philadelphia after a year's absence in 
the Philippines. Internally may be given stimulating expec- 
torants or drugs, such as iodid of potassium and hydriodic 
acid, that increase the secretions of the upper respiratory tract 
and render them more fluid. 

Inhalations of steam or the use of the bottle-inhaler with 
hot water and tincture of benzoin aid greatly the patient's 
efforts to get rid of the annoying laryngeal accumulations. 
Great relief sometimes follows spraying the larynx w^ith equal 
parts of hydrogen dioxid and Dobell's solution, because the 
action of the dioxid u|X)n the accumulations softens them and 
increases their bulk, and hence aids their expulsion from the 
larynx. The irritation of the larynx is best controlled by 
spraying the parts with a 2 per cent, solution of antipyrin. 
Insufflation of the powdered drug undiluted or mixed with an 
equal amount of milk-sugar should be practised every two or 
three days, after first thoroughly cleansing the laryngeal 
mucous membrane by means of an alkaline spray. 

INFLAMMATION OF THE SUBMUCOUS TISSUE OF THE 

LARYNX. 

What is acute edema of the larynx ? 

Acute edema of the larynx usually is the result of phleg- 
monous inflammation with infiltration of the surrounding sub- 
mucous tissue, frequently endangering life by occlusion of the 
rima glottis. 

What other names is it known by? 

Edematous laryngitis ; phlegmonous laryngitis ; acute edema 
oi the larynx ; edema of the glottis. 
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What is its etiology? 

Edema of the glottis may result from traumatism, such as 
the swallowing of corrosive liquids. It occurs rarely as a 
primary affection, resulting from exposure to cold and wet in 
persons of debilitated constitution. In most instances, how- 
ever, the disease is secondary, and results from syphilitic or 
tubercular perichondritis, retropharyngeal abscess, Bright's 
disease, glycosuria, etc 

What is its pathology? 

The infiltration consists essentially of a serous or sero- 
purulent fluid, most abundant beneath the mucous membrane 
of the aryepiglottic folds, the ventricular bands, and the 
ventricles ; because the submucous tissue is most abundant in 
these regions of the larynx ; but the edema is not always 
limited to that part of the larynx above the vocal cords, but 
may extend to the submucosa beneath the vocal cords. In- 
fraglottic edema, as the disease is then called, is almost 
invariably secondary in its origin, and always serous in 
character 

What are the symptoms ? 

In some cases there are no symptoms whatever prior to a 
fatal suffocation or syncope. The voice is usually rough and 
deep, or altogether lost, due to thickening and heaviness of 
the cords. In the early stages of an attack, the chief difficulty 
in breathing is during inspiration ; but, as the disease ad- 
vances, expiratory distress occurs, with the result of producing 
complete apnea. A short cough is present and deglutition is 
both difficult and painful. When the edema is considerable 
the sense of suffocation is most oppressive. With the laryngo- 
scope, edema is quickly recognized ; the infiltrated portion of 
the larynx being greatly swollen and semitransparent in a|> 
pearance. When the edema is subglottic, the swollen mucous 
membrane of that region will almost always be seen of a 
more intense red than the cords above. 

What is the prognosis ? 

Recovery from severe primary edema is always doubtful, 
and the prognosis in secondary edema depends upon the cir- 
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cumstances of the primary cause of the disease. The patient 

can hardly be said to be out 
of danger under two or three 
weeks from the commence- 
ment of an attack, and may 
even then become the sub- 
ject of chronic infiltration. 
When death occurs it is 
almost always the result of 
carbonic-acid poisoning, and 
may be the direct effect of ste- 
nosis or spasm of the glottis. 
Another danger is the pos- 
sible occurrence of suppura- 
tion — abscess of the larynx. 

What is the treatment. 

Free diaphoresis should 
be produced in suitable cases 
by the hypodermic use of -^j 
to \ of a grain of pilocarpi n. 
The temperature of the room 
in which the patient lies 
should be carefully regu- 
lated, and cold, dry applica- 
tions kept upon the throat 
over the larynx. As soon 
as edema is seen within the 
laryngoscope, local scarifica- 
tion with the laryngeal lancet 
(Fig. 95) should be per- 
formed. If, in spite of scari- 
fication and the use of pilo- 
carpine edema continues with 
increasing respiratory dis- 
tress, general enfeeblement, 
and symptoms of carbonic- 
acid poisoning, intubation, or tracheotomy should be performed 
at once. Many lives probably have been sacrificed by hesita- 
tion and delay. 




Fig. 0').— Laryngeal lancet. 
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LARYNGITIS SYPHILITICA. 

What is larsrngitis ssrphilitica ? 

Laryngitis syphilitica is an inflammation of the larynx due 
to syphilis. 

What other names is it known by ? 

Specific laryngitis ; laryngeal syphilis ; syphilis of the lar- 
ynx. 

What is its etiology ? 

Syphilis of the larynx most frequently occurs as a mani- 
festation of the tertiary period, three to thirty years after the 
primary infection. As a manifestation of secondary syphilis, 
laryngeal symptoms may occur within a few weeks, or may 
not appear until two or three years after syphilis has been 
contracted. 

What is its pathology ? 

In secondary syphilis, the laryngeal symptoms may consist 
of a mere hyperemia, giving rise to the symptoms of simple 
laryngitis. Ulcerations may also be present, and are usually 
symmetric. That is, if an ulcer is present upon one part of 
the larynx, there is usually a similar ulcer also upon the cor- 
responding part of the opposite side of the larynx. Syphilitic 
warts or condylomata are also frequently found in the larynx 
during the secondary stage of syphilis. They may undergo 
ulceration or disappear spontaneously. Tertiary manifesta- 
tion consists of gumma, which may break down and cause 
deep ulcerations, with perichondrosis and necrosis of the carti- 
lages ; while stenosis may result from cicatricial contraction 
after the healing of syphilitic ulcers. 

What are the symptoms? 

The patient usually first complains of a slight hacking 
cough, hoarseness, and sometimes difficult and painful deglu- 
tition. Inspection with the laryngoscope reveals some of the 
lesions already specified. 

What is the treatment ? 

Constitutional remedies already mentioned (see Syphilitic 
Jlhinitis) should be employed. The bottle-inhaler, with com- 
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pound tincture of benzoin, should be prescribed for the 
patient's use at home, in the same manner as for simple 
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application of Formula 21 should be 
made to the interior of the larynx 
every other day with the powJer- 
blower. If shallow ulcers are 
present they should be touched 
each day with the solid nitrate 
of silver melted on the end of a 
probe. This may be accomplished 
by melting a few crystals of the 
nitrate on a silver coin and dip- 
ping the eD<l of a cold silver 
probe into it Enough of the 
silver nitrate will adhere to the 
end of the probe to make one 
application. If, however, the 
ulcers are deep, such applications 
will not be sufficient to secure 
healing of the ulcer. They 
should first be touched by means 
of the cotton applicator every 
other day with the acid nitrate 
of mercury diluted with 5 parts 
of water, application of nitrate 
of silver being made o 
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days. After a time, when the process of repair is beginning 
to set in, these applications become painful and should be 
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omitted, but iusufflKtiona of Formula 21 should be contiDued 
until the larynx preaeots its normal appearance. Should 
partial stenosis (hx\iy as the result of cieaCricial contractiou, 
the laryngeal stenosis may be overcome by the use of Ihe 
laryngeal bougies or some suitable cutting instrument (Fig. 
96). 

LARYNOITIS PHTHISICA. 

What is laiyngitis pbthisica ? 

Laryngitis phthiaica is a chronic inflammation of the larynx 
due to the specific poison of phthisis, characterized by a 
peculiar ashy hue of the mucous membrane of the larynx, a 
pyriform swelling of the arytenoid cartili^ea in the early 
stages, and later on by turl>an-]ike swelling of the epiglottis, 
pseudopapillomatous growths, or shallow ulcers in the inter- 
arytenoid space or other portions of the larynx (Fig. 98). 

What other names is it known by? 

Phthisical laryngitis ; tubercular laryngitis. 

What are the symptoms? 

The respiration is always more or less hurried, and l>ecomes 
embarrassed in Ihe later stages. There is a dry, hacking, 
painful cough, which in the later stages becomes looser, and 




nrm swelling of Uw 

the expectoration more abundant Swallowing in the early 
stages is difficult, anil in Ihe later stages, painful. When the 
epiglottis or aryepiglottic folds are ulcerate<l, pain during 
deglutition is felt in the ear on the same si<le most affected in 
the )ar}mx. In the very earliest stages, the mucous mem- 
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brane of the larynx is simply pale and anemic, but later on 
the mucous membrane of the soft palate, as well as that of 
the larynx, becomes of a peculiar ashy-gray color, the 
arytenoids present a characteristic pyriform swelling, and the 
epiglottis becomes turban-shaped from deposits in the sub- 
mucous tissue. Finally, ulceration occurs in the interaryte- 
noid space and upon the cords, which present a peculiar 
** moth-eaten " appearance. The most characteristic appear- 
ance of laryngeal phthisis is the pyriform swelling of the aryte- 
noids. Often one or both of them are swollen before physical 
examination reveals lung complications. 

What is the treatment? 

The treatment should consist, besides the administration of 
tonics, cod-liver oil, and stimulants, in the local application of 
a sedative and anodyne powder (Formula 23) by means of 
the powder-blower. When ulcers are present, great comfort 
may be given the patient by the application of a solution of 
nitrate of silver of from 60 to 120 grains to the ounce of water. 
In the later stages of the disease, when the swallowing of f(X)d is 
exceedingly painful, a lozenge of gelatin, containing J grain of 
the muriate of cocain, dissolved in the mouth before each meal 
will enable the patient to take an adequate amount of food 
without great pain. However, the most useful remedy for 
the relief of painful deglutition is orthoform when ulceration 
is present. After cleansing the parts with a spray of per- 
oxid of hydrogen, the powdered basic orthoform is insufflated 
by means of the powder-blower. After a preliminary smart- 
ing the parts become anesthetized and food may be swallowed 
in comparative comfort. The anesthetic effects of the ortho- 
form may be greatly increased by a preliminary application 
of cocain. Orthoform has the advantage of cocain from the 
fact that its analgesic effects persist for several hours. The 
remedy also exerts a decided alterative effect, shallow ulcera- 
tions quickly improve in appearance and finally heal, ortho- 
form exerts but feeble analgesic effects upon the unbroken 
mucous membrane, it is necessary that the nerve-endings be 
exposed by abrasion or ulceration. It is non-toxic and may 
be applied by means of a pow^der-blower by a nurse, or one of 
the patient's friends, ten or twenty minutes before each meal. 
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In deep uloermtioiis or when exuberant granulations are 
present the applicatioo of ortiiofonii fe& not sutfioient to bring 
about cicatrization. The ulcers shouliL if necessary, be 
curetted and syrupy lactic acid applied. Ther^e applications 
are painful even after the preliminary use of cocain. and at 
first a 25 per cent solution should be used. However, later 
on the svrupv acid mav be used undiluteil bv means of a 
cotton-tipped applicator. Care should be exereisetl to limit 
the application to the ulcerations and the parts ininiediately 
surrounding them. The application of lactic acid should be 
followed after an interval of a few moments by the insutUa- 
tion of orthoform. 

What is the iirognoais? 

Inasmuch as the laryngeal symptoms are dependent upon 
the lung affection, the prognosis is, of course, unfavorable. 
Laryngeal phthisis rarely, if ever, occurs as an indejx?ndeiit 
affection, and is probably always secondary to the lung disejise. 
However, the presence of laryngeal ulcerations with dyspha- 
gia greatly hastens the fatal termination. 

LARYNGEAL TUMORS. 

What ttunors are met with in the larynx ? 

Papilloma, fibroma, angioma, myxoma, cyst, sarcoma, and 
carcinoma. 

What are the symptoms of a tumor within the larsrnx? 

The most noticeable symptom is mechanical obstruction to 
breathing, and phonation profwrtionate to its size and location. 
If the tumor is small and situated u|)on a vocal cord, (lys- 
phonia results from interference with its vibration, while, if 
the growth is situate<l in the anterior coniniiKSure, between the 
cords, aphonia results from the tumor preventing their 
approximation. If, however, the tumor is small and situated 
above the vocal bands, but slijrht, if any, subjective symptxjins 
will l)e noticed. As the growth of a larj'iigeal tumor in- 
creases, dyspnea increases, and asphyxia may suddenly oc<;ur 
unless prompt relief is at hand. Cough is not usually present 
unless the growth is of such a character as to vibrate in the 
breath-current and titillate, as it were, the interior of the 
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larynx, when cough and laryngeal spasms may occur. 
Chronic laryngitis is usually present as the result of laryngeal 
tumors. 

What are laryngeal papillomata ? 

Papillomata found in the larynx of children offer some 
peculiarities. They are soft and usually multiple. They are 
usually associated with a catarrh of the nasopharynx and 
hypertrophied tonsils, and sometimes disappear under the 
application of astringent powders to the larynx and successful 
treatment of the nasal and pharyngeal affection, to the exist- 
ence of which in many instances they seem largely due. 

The papillomata of adults are harder than those of children, 
and are usually situated on the vocal cords or ventricular bands. 

What is the etiology? 

Any long-continued irritation of the laryngeal mucous 
membrane may result in hyperplasia and the growth of warts. 
When the result of long-continued catarrhal inflammation, 
papillomata usually occupy the interarytenoid space and the 
posterior extremities of the vocal cords. 

Papillomatous growths are sometimes seen about tubercular 
ulcerations and upon the mucous membrane covering gum- 
mata and tumors lying underneath the laryngeal mucous 
membrane. Under such circumstances a piece removed by 
the forceps from the larynx may under the microscrope 
present the appearance of papilloma, and in its deeper parts 
that of carcinoma, and hence give rise to the erroneous im- 
pression that papillomata are prone to generate into carci- 
nomata. 

In case the papillomata occur in connection with laryngeal 
phthisis, syphilis, or a laryngeal tumor, they result from the 
irritation to the laryngeal mucous membrane caused by the 
primary disease. 

Laryngeal carcinomata may be divided into intrinsic and 
extrinsic. Intrinsic carcinoma attacks the ventricular bands, 
the ventricle, and the vocal cords. Extrinsic has its origin 
upon the epiglottis, the aryaryteuoid folds, and the pyriform 
sinus. 

In extrinsic carcinoma the lymphatic glands are affected 
'*!jno8t from the commencement, and the disease rapidly ad- 
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Tances toward a fatal tfirraiuation, and is rarely, if ever, 
cured by ope ratio q. 

Intrinsic ciirciaonia in a lest^ y;rave aftectioii ; iis advance is 
lesB rapid, atid the uelgliboriug lymph it tiijs uften remain for u 
long time uuiuvolved. Extirpation, either partial or entire, 
should not be undertaken except the disease l>e intrinsic and 
limited entirely to the larynx. 

What is the treatment ? 

Tumora springinsj from the epigloltia can usually he re- 
moved by means of a Jarvis snare with a curved lip, while 




cysls may be opened with the laryngeal lancet (Fig. 95) and 
their contents allowed to escajie, after which the end of a pro!)e 
on whicb nitrate of silver has been fused shouh! be passed into 




the cyst and its interior thoroughly cauterized. Papillomata 
(Fig. 99) and w)fl or pedunculated tumors sbould lie removed 
by means of the laryngeal forceja (Fig. 101), if ii 
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picking off piece atler piece until the entire tumor has been 
removed. In every case of tumor of the larynx the emergen- 
cies of the case govern the operative procedures necessary. 
If the removal of the tumor is very urgent to prevent sulfoca- 
tjon, and the patient's throat is too irritable to permit instru- 
mental interference without danger of a fatal result from 
induced spasm of the glottis, tracheotomy should, of course, be 




performed before the removal of the tumor is attempted. If 
the growth is malignant, extirpation of the larynx, either in 
part or as a whole, gives the only hope of bringing about a 
cure of the affection. 



FOREIQN BODIES IN THE LARYNX. 

What foreign bodies a,re found in tbe larjmz? 

Smooth substances, such as small pebbles, shoe-buttons, 
seeds of various kinds, etc, are not apt to lodge in the larynx, 
but are either removed by a fit of coughing or drop into the 
trachea, where they cannot be removed. Substances with 
sharp points, like fish-bones or pins (Fig. 102), are often 
partially imbedded in the tissues of the larynx. 



What is tbe treatment? 

1 lie t'lreij,!! IjikU sbould be removed with the laryngeal 



of tlm lir\u 



< a ^sound of the interior 

:upidl> tdlbtttd In edema of the glottis. 



a 102.— A pin imbedded in 




ur portion ntthe right voc&l cord 



Uuder these circumstancea tracheotoniv "hoiild be performed 
before auy attempt is made to remote llie oHViidiUo substiinte. 

LARVNQEAL NEUROJsES 
Wbat varieties of motor paralysis affect the larynx ? 

Pnral>ais mv, aflect but one lurvni^eal muBtle or pair of 
muscles or it nm\ afluct several of tliem at once ami may 
be either unilateral or bilateral Paralvsisot the larynx may 
be dnideit ihun'allj into parahsis of the iiilduitors paralysis 
of the abdiutora, and parahsia of the teiiwfH of the cords. 
What 18 its etiology ? 

The laryngeal muscles receive their nerve-supply by means 
of two branches of the pneumoga.'stric : the superior laryngeal 
and the recurrent laryngeal. The pneumogastric, at its origin, 
is a sensory nerve, but receives motor fibers from the spinal 
atioessory, bo that it pijssesses Iwth sensory and motor functions 
above the point where the miperior laryngeal is given off. 
Paralysis of the laryngeal muscles may l>e due, like paraly»B 
of other muscles, to ( 1 } disease or inj ury of the brain involv- 
ing the cerebral jx>rtioii of the nerves that supply the larynx ; 
(2) injury or pressure of the nerves lielow their cerebral por- 
tion ; (3) an abnormal nonditiim of the muscles themselves. 
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aod (4) Bome systemic dyscrasise, like rheumatism or hj'steria, 
because of which the muscles are uoable tu respond to Qervous 
influence. 

Describe adductor paralrsis. 

Adduction of the vocal cords being performed by means of 
the lateral crico-arytenoid muscles and the arytenoideus muscle, 
paralyiiis of these muscles causes the cords to remain in a 
state of extreme abduction. This condition is in most in- 
Btaucee due to hysteria, rheumatism involving either the mus- 
cles or the cricothyroid joint, or chronic poisoning by lead 
or arsenic. If bilateral paralysis exists, the vocal cords will 
be seen in the laryngeal mirror separated to the utmost degree 
(Fig, 103), and the voice will l>e completely lost If paralysis 




of the arytenoideus muscle alone exists, which, however, is 
rarely the case, the anterior two-thirds of the vocal bands can 
be approximated ; but a triangular space will he left behind 
the vocal processes during phonation, through which the 
breath escapes and renders the voice feeble, and ita use in 
singing and speaking Iwth fatiguing and unsatisfactory. This 
condition of affairs may occur during the course of either 
acute or chronic laryngitis from extension of the inflammation 
to the arytenoideus muscle (Fig. 104). 

In unilateral adductor par^\'sis, only one cord is seen in 
extreme alxluction during phonation, and the opposite cord 
will l)e observed to pass beyond the median line, so as to ap- 
proach as near as possible to its motionless companion (Fig. 
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105). Although aphoniu exists, th*; wliisjwreii words are 
ueuallj perfectly conipreheDsiltle. 




.—Bilateral jjataly: 



Desciiira abductor paralysis. 

Abduction of the vocal cords is accomplished solely by 
meaos of the crico-arytetioitl nniBcle, and henoe the coniiilete 
paralysis of both of ihem will preveot separation of the cords, 
and almost completely prevent the entrance of air into the 
lungs ; a mere slit posteriorly, which repres«uts tlie action of 




no. IBfc— Uall«leral paralvstg nf srtductor <,! Ii-n cord. Appegranca in 
tempted phonatlon (Leiinni Browne), 

tlie arytenoideus, being the extent of the available breathing 
space. During expiration, however, the vociil cord-s are 
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forced apart by the asceuttiug nir-curreiit inipitigiug upon 
their under Biirl'aceB, which curves upward irom the sidex of 
the larynx. The voice is unimpaired Ju this aU'ectiou, but 
where complete paralysis of the ahducCora exiete it may be 
necessary to perform tracheotomy to prevent suHbcation 
offlurring as the result of slight intlammalwry swelling of 
the mucous inembraiie of the larynx a^ the result of a cold. 
Paralywia of the alnliictora iiuiy result froui a tumor in the 
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brain involving the origin of both pneumogaatrics and spinal 
accessory nerves. In such cases the abductors of the larynx 
are first paralyzed, but aa ihe tumor increases in sijie paral- 
ysis of the muscles of the larynx results, the cords assuming 
the "cadaveric position" (Pig. 106). Paralysis of Imth poste- 
rior erico-aryffinoid muscleB may result also by pressure upon 
the recurrent larjngeal oervM by an aneurism, a goiter, or 
caroioonia of the esophagus, or the lesion may be located in 
ueclea themselves. When unilaleral paralysis only « ~ 
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present, the affected cant will be seen to remain always ;n the 
median line, even during forced inspiration, but subjective 
symptoms will he so slight as lo hardly attract attention. The 
voice will he perfect and the breathing space ample, except 
during violeot exercise [Figs, 107 and 10!^). 

Describe paralyaiB of the tensors of the vocal cords. 

Two forma nf jmraljsia »f the tenHura of the vocal cords 
are met with, une due tu [laralyaia of the cricothyroid muscle, 
which ia rare, and the other one to paralyais of the thyro- 




i. IDT.— B< Inters I paralysis [if the 



arytenoids, which ia not uncommon. Paralyais of the former 
muscle causes the edges of the cords lo assume a wavy line, 
tnucbing each other at irregular intervals during phonation 
(Fig. 109), while the voice is coaree and remains always at the 
same pitch. The upi^er surface of the cords appears convex 
during expiration aud concave during inspiration. When 
the thyro-arytenoids are paralyzed, the cords aasume a slightly 
curved ftpj>earance when an attempt ia niade to bring them 
together during phonation, and a slight space remains between 
their centers (Fig. 110). The voice is husky, high-pitched, 
and weak, the air escaping through the elliptical space be- 
tween the cords, necessitating great effort on the part of the 
patient in order to speak. 
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Wliat is the treatment of paralTBia of laryngeal muscles? 

TliB fituae of the [.Jiralysia shoiilil \k carefiiliy wmgrlil iiml 
truuleiJ. Ilie sqcwss ui' lln; iiieaaurea lulopted (le]*Lidin^', iit' 
fouriie, ujKJii tlie uftturc uf the primary ailment. In suitnble 






MsckenEle'H larynge&l 



cases strycliiiin should be administered in gradually increasing 
(loeeB until the limit of toleration has been reached, aud gal- 
vanism or faradism used by means of the laryngeal electrode 
Fisi. Ill), applied within the larynx ns near as possible to the 
sffB..)wl muscles. An ordinary cpiinge electrode is held \" 
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the patient or an assistant upon the skin over the larynx, 
while the operator guides the tip of the electrode into the 
larynx, watching its progress with the laryngoscope, until it 
is in the desired position. The finger-rest on the top of the 
handle of the instrument is now depressed, and the current 
passes. Each application should last but a few seconds, and 
be repeated three or four times at each sitting, at intervals of 
one or two minutes. Electricity may be used in this manner 
every other day, the current used not stronger than is suffi- 
cient to secure contraction of the affected muscles. At first 
the mere introduction of the electrode into the larynx causes 
retching and gagging, and it may be necessary to apply a 10 
per cent solution of cocain to the interior of the larynx by 
means of a pledget of cotton wrapped about the end of a 
probe, and dipped into the solution, in order to anesthetize 
the parts sufficiently to admit of free manipulation at the first 
sitting. After a few trials, however, the parts become more 
tolerant, and applications can be borne, in the majority of 
instances, without trouble. 

DIPHTHERIA. 

What is diphtheria? 

Diphtheria is an acute infectious disease characterized by a 
pseudomembrane which usually appears in the fauces, and is 
associated with a rapid pulse, moderate elevation of tempera- 
ture, and more or less marked depression. 

What is its etiology ? 

Diphtheria is endemic in all large cities, especially in the 
more crowded localities, and from time to time becomes epi- 
demic, spreading to the outlying districts. Jt is more preva- 
lent in the spring, autumn, and winter than in the summer. 
This is due to the cool, damp weather of these months, and 
also to the fact that the schools are not in session during the 
summer. It occurs most frequently in children between the 
ages of two and six years. 

The specific cause is the Klebs-Ixiffler bacillus, which is a 
non-motile, straight or slightly bent bacillus with rounded 
ends. It is 2.5 to 3 mm. in length and .5 to .8 mm. in 
breadth. 
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What is the pathology ? 

The location and extent of the pseudomembrane varies in 
each case. It may be limited to the tonsils, or it may cover 
the entire fauces and extend into the nares and the larynx. 
It sometimes extends through the Eustachian tubes to the 
middle ear. The conjunctival mucous membrane is rarely 
involved. When a diphtheritic membrane is forcibly re- 
moved it invariably leaves a bleeding surface. 

The bacilli are deposited in the fauces and first cause the 
membrane to become red, inflamed, and swollen. The poison 
kills the superficial layer of epithelial cells, which undergo 
coagulation-necrosis. There is a migration of white blood- 
cells, which also undergo coagulation-necrosis. These proc- 
esses may only extend through the superficial layer of the 
mucous membrane, but sometimes extend deep into the 
tissues, and produce gangrenous ulcers. The color of the 
pseudomembrane is gray or grayish-white at first. It some- 
times become yellow, but more often is white and flaky, like 
leaf-lard ; it may also assume a dirty brown color, due to 
hemorrhage or to the local use of iron solutions. 

Postmortem, the heart and blood-vessels show degenerative 
changes. The heart may contain a blood-clot The lungs 
frequently show evidence of fibrinous pleurisy, bronchopneu- 
monia, or capillary bronchitis. Tlie liver and spleen show 
little if any change. The kidneys frequently show cloudy 
swelling. Degenerative processes have also been found in the 
nerve-trunks. 

How may diphtheria be classified? 

As mildy wellrmarhed, severe, and malignant, when classified 
according to its severity. 

When classified according to location, Bsfaucial, na^al, and 
laryngeal. There nearly always is, or has been, some evidence 
of the disease in the fauces when either nasal or laryngeal 
diphtheria exists. 

What are the symptoms of diphtheria ? 

In some cases of diphtheria there may be very few or no 
symptoms at all, except a slight indisposition on the part of 
the child, and the true nature of the disease may never be 
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recognized unless by accident. The ordinary attacks of diph- 
theria, however, usually begin with chilly sensations up and 
down the spine ; occasionally with a distinct chill, and rarely 
with a convulsion. This is followed by a rise in temperature, 
quickened pulse, headache, pains in the lini-bs, coated tongue, 
and sometimes nausea and vomiting. Frequently there is 
stiffness of the muscles of the neck. Sore throat and painful 
deglutition may or may not be [)reseDt. 

The temperature rises to 101° or 103° F. by the end of 
the first day. The pulse is rapid and ranges between 110 and 
130. The throat looks red and inflamed at first, then there 
is a deposit of exudate on the tonsils, as a rule, and it spreads 
to the adjacent mucous membrane, or may limit itself to the 
tonsils. It is first of a gray or grayish-white color, which 
becomes white or a dirty yellow as it grows older. The 
glands at the angle of the jaw become swollen and sensitive. 
Constipation is frequently present. The urine is scanty and 
high colored. It may show albumin and even casts. In the 
ordinary cases the depression is never profound, and may be 
absent altogether. 

In favorable cases, the disease reaches its height by the 
fifth or sixth day, but the temperature usually falls to normal 
on the third or fourth day. The exudate usually disappears 
by the tenth day and convalescence is well established. 
Sometimes paralysis follows, but very seldom in cases when 
the exudate is entirely limited to the tonsils. 

In the severer types of the disease the initial symptoms are 
more pronounced. The depression is marked and comes on 
early. The fauces are greatly inflamed and the tonsils so 
swollen as to meet in the center of the pharynx. They are 
covered by a thick exudate, which greatly impedes respira- 
tion and distinct articulation. The uvula is edematous, swollen, 
and enlarged, and usually covered by the exudate, which 
extends forward to the hard palate, and may be in some cases 
nearly half an inch thick at the junction of the soft and hard 
palate. The posterior nares are involved by extension of the 
membrane up the posterior surface of the uvula. This often 
rapidly extends to the anterior nares, and both nostrils may 
become completely plugged by the exudate. There is a 
serous acrid discharge from the anterior nares, which excoriates 
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the skin of the upper lip. The cervical glands are markedly 
enlarged and the cellular tissues of the neck are swollen and 
edematous. The edema at times extends down upon the 
sternum for several inches. 

The temperature is usually normal or subnormal after the 
second or third day. The pulse is rapid, but soon becomes 
irregular and intermittent The depression is marked from 
the beginning. The urine is scanty and high colored. Most 
all severe cases show albumin and casts. Vomiting is fre- 
quent. Epistaxis and hemorrhage from the fauces and buccal 
membrane is quite common. The breath is offensive. The 
patient rapidly grows pale and anemic: The skin on the 
face has a drawn and glossy appearance. The child may die 
in a few days, being overwhelmed by the diphtheritic poison, 
or it may linger for several weeks and die of toxemia or 
paralysis or from both. Any case of diphtheria, however 
severe, may recover, or death may occur suddenly from paral- 
ysis of the heart. When recovery takes place, convalescence 
is usually protracted and very tedious. Paralysis, either 
local or general, often supervenes. 

Describe nasal diphtheria. 

Nasal diphtheria usually occurs in conjunction with the 
faucial variety or it may follow it. Occasionally it occurs as 
a primary disease ; then the symptoms are milder and the 
exudate is not so extensive. There is always a marked ten- 
dency to systemic infection whenever the nares are second- 
arily involved. Convalescence is slow and tedious in cases 
that recover. 

Variations from the above descriptions are numerous, for 
no other disease presents so many phases as diphtheria. 

What are the symptoms of laryngeal diphtheria? 

Hoarseness and a high-pitched, metallic cough — the so- 
called croupy cough — which comes on in paroxysms. There 
is a slight rise in temperature and the frequency of respira- 
tion is slightly increased. As the exudate extends the 
hoarseness increases and aphonia results. Finally, the respi- 
ration becomes embarrassed and stridulous. The auxiliary 
muscles of respiration are brought into action. There is 
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marked retraction in the supraclavicular and suprasternal 
spaces ; also at the substernal space and at the border of the 
ribs. The alse of the nose dilate with each respiration. The 
inspiration is long, deep, and labored, and more difficult than 
expiration, which may be comparatively easy. The child is 
restless, clutching at the sides of the bed or anything to raise 
itself up. The face is pale and bathed in a profuse perspira- 
tion. The patient has a wild, hunted expression. As the 
obstruction increases cyanosis appears, the extremities become 
purple, and the lips and face have a livid hue. Sometimes 
during a fit of coughing the membrane is expelled as a com- 
plete cast of the larynx, trachea, and sometimes even of the 
smaller bronchi. This, as a rule, only gives temporary relief, 
for the membrane quickly reforms and all the symptoms 
return. Unless these cases are relieved by intubation or 
tracheotomy, the cyanosis becomes greater until the child dies 
asphyxiated. 

Describe diphtheritic paralysis. 

It is a neuritis rather than a true paralysis, due to the 
absorption of the toxalbumins of the disease, and generally is 
proportionate to the severity and extent of the acute condi- 
tion. Sometimes marked paralysis follows mild attacks, but 
this is unusual. It is difficult to say what percentage of diph- 
theritic cases are followed by paralysis, but it is estimated at 
from 10 to 20 per cent. The paralysis may be either local 
or general. The local variety is usually noticed by the end 
of the first week or during the second week. The first and 
most frequent paralysis is that of the palatal muscles, giving 
a nasal sound to the voice. Fluids are regurgitated when an 
attempt is made at swallowing. Strabismus and ptosis are 
sometimes seen. Paralysis of accommodation is not infre- 
quent, and paralysis of the tensor tympani and stapedius 
occasionally occur. Facial paralysis is occasionally seen. 
Loss of power in the lower extremities with inability to walk 
is quite common. 

General paralysis usually makes its appearance from the 
fourth to the sixth week, and all the muscles of the body may 
be affected except the sphincters, which are usually spared. 
When all the muscles of the body are affected, the tempera- 

14 
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ture is usually subnormal, the pulse may be rapid and inter- 
mittent or very slow, sometimes falling as low as 20 beats 
per minute. When the paralysis is extreme, the child lays 
perfectly quiet, being unable to move, and frequently unable 
to swallow. There is usually associated with these conditions 
a low dragging cough, which is quite characteristic. 

Describe systemic infection or toxemia. 

Some of the mild cases have very little if any constitutional 
disturbance. On the other hand, some patients are over- 
whelmed by the poison in a few days, before the disease is 
fully developed locally. More often toxemia comes on later 
when the acute symptoms have subsided and the exudate 
disappeared. The patient appears bright and is apparently 
convalescing, except that his color is noticed to be growing 
paler. The pallor increases daily until the pink hue disappears 
from the lij)S, lobes of the ear, the palms of the hands, and 
soles of the feet. Exhaustion is extreme. The temperature 
is usually subnormal. The pulse may be very slow or very 
rapid. The extremities are cold. The stomach is irritable 
and non-retentive. The least bit of food, cracked ice, or any- 
thing will excite vomiting. The mind remains bright and 
clear. Such cases usually die of the toxemia and sheer ex- 
haustion. These cases follow when the local disease has been 
extensive, and the nares have been considerably involved and 
the depression well marked. 

However, sometimes there is extensive local disease and 
very little or no constitutional disturbance, but, as a rule, the 
constitutional disturbance and sequelae are in proportion to 
the extent of the local lesion. 

What are the complications of diphtheria ? 

Epistaxis is frequent when the nares are involved, and, in 
severe cases, hemorrhage from the fauces and buccal mucous 
membrane. Capillary bronchitis or bronchopneumonia is 
quite common and frequently fatal. It may occur during 
the height of the disease or during convalescence. A fibrinous 
pleurisy is frequently seen postmortem and occurs in conjunc- 
tion with bronchopneumonia. Albuminuria is present in 
Dearly all severe cases, and occasionally gives rise to alarming 
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symptoms. Suppression of urine may follow, but the writer has 
never seen a case of general anasarca due to uncomplicated 
diphtheria. Otorrhea is not uncommon, and bacilli are found 
in the discharges for many weeks or even months after conva- 
lescence is fully established. Pericarditis and endocarditis 
may also occur, but are extremely rare. The writer has seen 
one case of gangrene of a lower extremity follow diphtheria ; 
also one case of complete hemiplegia. 

What is the diagnosis ? 

The characteristic pseudomembrane, which leaves a bleed- 
ing surface when removed, its gray or grayish-white color, 
and its tendency to spread to the adjacent mucous membrane. 
The swelling of the cervical glands and the presence of the 
bacilli renders the diagnosis in typical cases quite easy. 

Mild cases may be confounded with follicular tonsillitis, 
and for the differential diagnosis the reader is referred to the 
chapter on Tonsillitis. The anginose variety of scarlatina 
may present some difficulty, but the strawberry-tongue, con- 
tinued high fever, absence of the Klebs-Loffler bacilli, and 
the presence of the characteristic scarlatina rash will exclude 
diphtheria. 

Bronchopneumonia may be mistaken for the laryngeal 
variety. In pneumonia the respirations are panting and quite 
rapid ; in laryngeal diphtheria they are long, deep, and 
labored, and the stridor usually well marked. The history 
of a faucial or nasal diphtheria will often clear the diagnosis. 

What is the prognosis ? 

Prognosis depends upon the character of the epidemic, the 
type of the disease, and the age of the patient. In some 
epidemics the disease is mild and the death-rate low. In 
others, especially in rural and suburban districts, the viru- 
lence of the disease is greater and the death-rate high. 

In simple tonsillar diphtheria, the prognosis is good, but 
when the entire fauces and the nares are involved, it is grave. 

The death-rate depends to a large extent upon the number 
of laryngeal cases requiring operative interference. From 
this class alone the death-rate varies from 30 to 75 per cent 

The age of the patient also influences the prognosis greatly. 
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Under one year of age, from 50 to 90 per cent die ; jfrom 
one to five years of age, about 40 per cent. ; from five to ten 
years, 26 per cent ; from ten to fifteen years, 12 per cent ; 
over fifteen years, 3 to 4 per cent These are the figures of 
the Metropolitan Asylums Board of London, and they tally 
with the results obtained at the M'unicipal Hospital, Phila- 
delphia. It will be seen from the above figures that the 
death-rate is in direct proportion to the age of the patient 

How is the treatment divided? 

It is divided into (1) prophylactic ; (2) local ; (3) con- 
stitutional ; (4) serums ; and (5) operative. 

What is the prophylactic treatment? 

The prophylactic treatment consists in adopting those meas- 
ures that will prevent the spread of the disease. This is best 
obtained by placing the patient in a well-ventilated room, 
preferably on the top floor, and having it isolated. All bed- 
linen, towels, and garments used by the patient should be dis- 
infected with a carbolic solution (5 per cent) before leaving 
the room, as well as all eating utensils. The attendants' 
clothing should be changed before mingling with other 
people. The physician should wear a linen duster or gown 
when visiting the patient After the patient has recovered, 
the room and its contents should thoroughly be disinfected 
with formaldehyd gas. 

What is the local treatment ? 

The object of local treatment is to reduce the inflammation, 
prevent the spread of the exudate, and remove what has 
already formed. 

For this purpose peroxid of hydrogen, either in full 
strength or diluted to suit the case, is the best local applica- 
tion. It should be used in the form of a spray or upon a 
cotton swab. 

Many favor astringent solutions, preferably of the iron 
salts ; as, 

R Acidi carbolici, IIl^^ ' 

Ferri perchloridi, fgij ; 

Glycerin, 

Aqua, ad, fJJ- — M. 

To be used every hour or two by means of a swftb. 
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The solvents, as lactic acid, pepsin, caroid, trypsin, have 
many advocates. Lennox Browne is very partial to lactic 
acid applied pure twice daily by the practitioner himself, 
and diluted to three or four times its bulk with water, applied 
by the attendants every two or three hours. Loffler's toluol 
solution gives good results in some cases, but care must be 
used in applying it Whatever is selected, the practitioner 
should see that it does not increase the inflammation, or else 
it will do more harm than good. 

What is the constitational treatment? 

Iron and mercury are the two drugs we have to rely upon 
in the treatment of this disease. They may be alone or com- 
bined as follows : 

R Tr. ferri chloridi, ^ij ; 

Syr. limonis, 

Glycerin, da giij ; 

Aqua, q. s. ad i^iij. — M. 

Sig. Teaspoonfiil every hour or two for a child four years old. 

B Hydrar^. chlor. corros. , gr. j-ss ; 

Tr. fern chlor., fjij ; 

Syr. limonis. 

Glycerin, da f^iij ; 

Aqua, q. s. ad f^iij. — M. 

Sig. Teaspoonful every hour or two for a child four years old. 

Instead of the bichlorid, calomel may be given {^ grain 
doses every two hours). Chlorate of potassium is warmly 
recommended by some, given in 15 grain doses every two 
hours for an adult, and children in proportion. 

Stimulants are indicated from the beginning, and among 
these alcohol is undoubtedly the best, and should be pushed 
to its physiologic limit in severe cases. After the exudate 
disappears, the whiskey should be gradually withdrawn and 
digitalis sul)stituted. When the stomach is irritable digitalin 
should be given. A child five years old can be given ^^^ to 
^ of a grain or more if necessary. 

Strychnin is also useful, especially in the later stages. It 
can be given in larger doses than is ordinarily employed. 
When the paralysis is extreme the best results are obtained 
from hypodermic injections. 
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Describe the semm therapy of diphtheria. 

To obtain the best results antitoxin should be used early 
in the disease, and, as it is harmless, it should be used in all 
cases of suspected diphtheria. 

In mild cases, 1000 units, repeated the next day, will 
probably be all that is necessary. 

In severe cases, it is well to begin with 2000 units as the 
initial dose and repeat every six, twelve, or twenty-four hours, 
until the symptoms begin to subside. When the disease per- 
sists it is sometimes necessary to give as high as 20,000 units 
in divided doses. Antitoxin of the highest potency should 
always be selected, for this gives the maximum number of 
units, and the minimum amount of serum. It should always 
be injected under antiseptic precautions to prevent abscesses, 
which occur in spite of antiseptic precautions in about one 
case in five hundred. 

The report of the committee of the American Pediatric 
Society show a marked diminution in the death-rate of 
diphtheria since the advent of serum therapy in the treat- 
ment of the disease. 

What are the indications for operative interference in laryn- 
geal diphtheria? 

(1) When the patient is cyanosed, together with marked 
retraction of the supraclavicular, substernal, and subcostal 
spaces, great restlessness, cold, clammy sweats, and a wild 
hunted expression in the eyes. 

(2) When the symptoms of obstruction in the larynx are 
not so marked, but are rapidly growing worse, intubation pre- 
serves the strength of the patient. 

(3) When the symptoms of obstruction are not progressing, 
but are sufficient to prevent the patient obtaining rest 

(4) In severe cases of nasal and faucial diphtheria, which 
develop laryngeal symptoms, intubation permits the patient to 
die easy. 

What are the operations for laryngeal obstruction? 
Intubation and tracheotomy. 

Describe the intubation instruments. 

Intubation was introduced to the profession in 1880, by 



nrrrsA rro.v. 



31ft 



JoB^ (yihryer of Nev Vorit. and ifae instnuncnEs bmriiig 
his name are sdll the moet otK&ctoir (Fig. ]i2>, A set 
coDsist^ of six tabes with obtaratoas. an inmdutvr. nu ox> 
tractor, niouth-gag. aod a scale graduated fyr measuring 
the length of a. tube for a particular a^-«. ■ 

How IB intnbatlou peifanned ? I 

First select a lulie ^uiiahle for the age of the jMitieot, and 
pass a eiroug silk ihreaU ihroogh the eve of the liilie (nlwut 





twenty inches long) and tie the two ends together. Then 
screw the obturator on the intr<xtucer and place the tube on 
the obturator. Next, wrap the patient tightly in a ii)tM<t with 
its hands at the side lo prevent them from inti^rferiiig with 
tbe operator- Have the nurse nit in a chair and bold tbt 
I upon her lap with its back to hitr left cheat and Ui 
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legs between her knees. The operator should sit in a chair 
facing the patient, and place the gag in the left corner of the 
mouth. An assistant standing behind the nurse should hold 
the gag and steady the patient's head between his hands. 
Then the operator, taking the introducer in his right hand 
and holding the thread attached to the tube on one finger, 
rapidly introduces the index-finger of the left hand over the 
tongue until it is behind the epiglottis, and the laryngeal 
orifice is felt. Then the tube is introduced over the tongue, 
being careful to keep it in the median line, until the tip of 
the finger at the opening of the larynx is felt. Next elevate 
the handle of the introducer until the tube is in a vertical 
position and it readily slips into the larynx. When the tube 
is in the larynx press forward the button on the top of the 
introducer, which releases the obturator. The finger should 
be placed on the head of the tube until the obturator is entirely 
withdrawn to hold the tube in position. Next, remove the 
gag, but hold the end of the string until you are satisfied the 
tube is in the larynx and the child has obtained relief. This 
usually requires three or four minutes. After respirations 
become easy, the string should be removeid or plastered on the 
side of the face. To remove the string the gag should be 
placed in the mouth and the finger should be held on the top 
of the tube until the thread is removed, to prevent removing 
the tube also. 

What accident sometimes follows intubation? 

Occasionally the membrane of the larynx becomes detached 
and is pushed down before the tube, completely obstructing 
respiration. It does not often happen, but when it does the 
tube should be removed at once by pulling the thread attached 
to the tube. This is followed by a forced expiratory effort, 
which, as a rule, expels the membrane. When it does not, 
tracheotomy should be performed immediately. 

Describe the conditions met with after intubation. 

After intubation, deglutition is difficult, the patient being 
able to swallow only liquids and semisolids. The temperature 
may remain normal, but, as a rule, it rises to 102° to 103° F., 
p,nd remains from one to two degrees above normal while 
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the tube is in the larynx. When intubation gives perfect 
relief, the respirations are free and easy and the child is 
entirely comfortable. The coughing attendant upon degluti- 
tion is sufficient to keep the tube patulous ; but should it 
become occluded or the respirations labored, the tube should 
be removed and cleansed. The reintroduction should depend 
on the character of the respirations after removal of the tube. 
In some cases the patient coughs up the tube when it becomes 
occluded, but when the tube is being constantly coughed up 
it indicates that it is too small, and a larger size should be 
used. In favorable cases the time for removal of the tube 
will depend to a great extent upon the age of the patient In 
children six or seven years old the tube may be removed in 
four or five days ; in younger children it should remain five 
to seven days. When death results after intubation it is 
almost always due either to the extension downward of the 
membrane or to bronchopneumonia. 

An amazing and distressing complication that sometimes 
arises is the inability of the patient to breathe without the 
tube. Children sometimes are obliged to wear the tube one 
hundred and ten days, being entirely well, except that they 
could not breathe without it. The prolonged wearing of the 
tube sometimes produces ulcers in the larynx, which may 
result in complete occlusion of that organ, or so constrict the 
lumen that a tracheotomy is necessary. 

How is extabation performed? 

The patient is prepared in the same manner as for intuba- 
tion. The gag is introduced and an assistant steadies the 
head of the patient. The operator introduces the left index- 
finger in the mouth until the tube is felt behind the epiglottis. 
Then with the extractor in his right hand the beak is glided 
over the tongue until the tip of the finger is felt at the open- 
ing of the tube, when the handle is elevated and the beak of 
the extractor slips into the tube. Then pressing the lever on 
top of the handle, the blades of the beak separate and hold 
the tube securely until it is withdrawn. 

What is the treatment for an intubation patient ? 

Whea the nares are involved they should be syringed 
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several times daily with the normal salt solution, otherwise 
local treatment is unnecessary and may be harmful. Steam 
generate<l in the presence of the patient is no longer considered 
necessary. Constitutionally, stimulants should be given as 
required, preference being given to alcohol and strychnin. 
Calomel in small doses often seems to do good in limiting the 
inflammation and preventing bronchopneumonia. Iron mix- 
tures are diflficult to swallow and are just as well omitted A 
simple cough mixture containing ammonia carbonas and syr. 
ipecac often aids in liquifying and expelling the mucus from 
the throat. The most important element in the treatment is 
the nourishment. Milk should be given freely. Broths of all 
kinds, beef-tea, milk-toast, and ice-cream may be given freely. 
The method of administration of food and medicines is a 
much-mooted question. In nursing infants they take nourish- 
ment readily from the nursing-bottle. In such cases lowering 
the head makes swallowing easier, as none of the food gets 
into the tube. In older patients it is best to permit them to 
take their food from a glass or in any way they prefer. 
Struggling to make the patient take it in a specified way 
produces exhaustion and is harmful. When children will 
not take food, they should be fed by introducing a soft>rubber 
catheter through the nose into the stomach. 

What are the indications for tracheotomy? 

Tracheotomy is indicated in the same cases as intubation 
and for the same reasons. In addition, it is indicated in those 
cases of intubation where the membrane has extended below 
the tube. 

Describe the operation ? 

The reader is referred to the text-books on surgery for the 
technic of the operation, as only a few points that bear an 
especial relation to diphtheria are enumerated here. On 
account of the great danger of pneumonia in all diphtheria 
cases, the high operation should be preferred as being less apt 
to produce that complication. The low operation should be 
performed, however, when it is done for the extension down- 
ward of the membrane below the intubation-tube, in order to 
^et below it The operation should be performed under anti- 
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septic precautions and the wound should be kept dressed with 
moist bichlorid gauze. The inner tube should be removed 
and cleansed every hour or two or oftener if necessary. The 
air of the room should be kept impregnated with steam and 
the temperature about 80° F. The steam assists in keeping 
the secretions moist and liquid, and aids in their expulsion. 

The constitutional treatment should be the same as that 
described under intubation. 

What anesthetie is indicated ? 

Chloroform should always be given, for any dangers that 
may be attributed to its use are far less than the shock follow- 
ing the operation without any anesthetic. It seldom requires 
more than a few whiffs of chloroform to complete the opera- 
tion. 

Ether increases the spasm and should never be used, as it 
causes almost immediate suffocation. 

Gx3ain may be employed locally in adults. 
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1. B Sodii bicarbonatis, 

Sodii biboratis, 
Acidi carbolici, 
Glycerin*, 

Aqua, q. s. ad f^iv. — M. 

Sig. Add to a quart of water and use as a wash. ' 

This is a nKKiification of the celebrated '^Dobell's solu- 
tion/' and is entirely bland and unirritating to mucous mem- 
branes. It may be used either as a spray to cleanse the 
mucous membrane of the nose, tbroat, and larynx, or may be 
prescribed as a wash for the patient's use at home. When 
used as a nose-wash br the patient it should be at a tempera- 
ture of about 100*" F. 

2. R S*Miii bicarb.. 

8*^ii bibor.. aa 3J ; 
Si^ii salicylatis, gr. iij ; 

MeiuhoK 

Thymol, da er. j ; 
Glyi^rinse, ftj ; 

Aquae torrid. ^^- — M. 

Sig. Add enough water to make a quart> and use ¥rith an atomizer 
or as a m^se-wash. 

This formula yields a wash nearly as unirritating as 

Dobeirs solution, and it has not the objectionable odor of 

carbolic aciil. The concentrated wash is sufficientlv anti- 

9ie|ilic to prw^rve small anatomic specimens indefinitely, and 

the diluteil wash will preserve them fi>r a considerable length 

of tinMi. The solid iniBrre^lients of the wash may be compressed 

into a tablet of such siie that one added to four tablespoonfuls 

if water will make a wash of the requisite concentration. 

^nd«r such cin^umstance^ borax should be substituted for the 

"^ the formula^ in sufficient quantity to yield a wash 

le graTitT of 10^ because a wash of a much 
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greater or less specific gravity than 1020 is more or less 
irritating to the uasal mucous membrane. 

Both Dobell's solution and the wash, the formula of which 
is given above, should be compounded at least three or four 
days before being used. During this time carbonic acid gas 
escapes, and glyceroles and other compounds are formed that 
render the solutions much more bland and unirritating to the 
nasal mucous membrane. For this reason it is sometimes 
convenient to prescribe one of the following proprietary 
preparations : 

3. B Alphasol. 

Sig. Dilute with 3 parts of water and use with an atomizer. 

4. K Glycothymolin. 

Sig. Dilute with 3 parts of water and use as a wash. 

Both are elegant preparations, and are preferable in most 
cases to a freshly prepared formula (1 or 2), but are less con- 
venient than the tablets. Of the two, glycothymolin is the 
more bland, and hence is better adapted for the treatment of 
chronic and hypertrophic rhinitis. Alphasol has more decided 
antiseptic qualities, and may be used as a wash in atrophic 
and syphilitic rhinitis. Both are valuable as deodorizers, 
and may be considered as modifications of DobelFs solution. 

5. B Listen n, f^iii-vj ; 

Aqua, dij.— M. 

Useful as a disinfectant and irritating wash in atrophic 
rhinitis. 

6. Hydrogen dioxid. 

Useful in 15 volume solution or stronger to dissolve pseudo- 
membranes. 

Hydrogen dioxid in 15 volume solution is decidedly irri- 
tating to the Schneiderian mucous membrane and to the 
mucous membrane of the posterior pharyngeal wall. There- 
fore it should not be prescribed indiscriminately for all catar- 
rhal inflammations of these regions. 

7. Fluid albolin. 
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May be used with the atomizer and applied to the nasal 
mucous membrane as a protective. Besides the above, other 
bleached fluid cosmolins or albolins in the market are bland, 
unirritating, and free from the odor of kerosene, and answer 
admirably the purposes of the rhinologist 

Solutions of menthol and camphor in any of these oils are 
useful as sedative sprays. A formula frequently employed 
is 5 grains of menthol and 20 grains of camphor dissolved 
in 2 fluidounces of albolin. To this 2 or 3 drops of oil of 
eucalyptus or oil of pine may be added. 

8. B Antipyrin, gr. xvj ; 

Aqua, f^j. — M. 

A solution of antipyrin of the above strength, when sprayed 
upon the mucous membrane of the nose, pharynx, or larynx, 
has the power of contracting the capillaries and producing an 
artificial anemia, which effect is maintained for three to five 
hours. The above solution may be used with the atomizer in 
all acute inflammations of the mucous membrane of the upper 
respiratory tract. When used after the application of cocain 
to the interior of the nose, it will maintain the contractile 
effect of that drug upon the erectile tissue for several hours. 
When sprayed upon the nasal mucous membrane without the 
previous application of cocain, it gives rise to a smarting sen- 
sation, which, however, quickly subsides. Applied as a spray 
within the larynx by means of an atomizer, it contracts the 
blood-vessels of the laryngeal mucous membrane and dimin- 
ishes secretion, cough, and expectoration. It is extremely 
valuable as a remedy in the night cough of laryngitis 
phthisica, often securing a night's rest for such patients, who 
may be provided with an ordinary hand atomizer filled with 
a solution of antipyrin, and instructed to inhale its spray as 
is required to control the cough. When the patient is weak, 
he should be cautioned not to use at any one time more of the 
spray than is sufficient to moisten the interior of the larynx ; 
and to guard against any depressing influence upon the heart, 
strychnin may be prescribed. 

9. Solution of the hydrochlorate of cocain, 4 per cent. 
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The local anesthesia produced by the application of a 4 
per cent solution of cocain to the nasal mucous membrane, 
although later in making its appearance, is more profound 
and enduring than if a stronger solution were employed. The 
solution of cocain should not be used with an atomizer for the 
purpose of producing anesthesia of the nasal mucous mem- 
brane, as it is liable to find its way into the pharynx and pro- 
duce a most disagreeable sensation, the throat ^' feeling as if it 
were full of cotton," or some of the solution might even be swal- 
lowed and produce an untoward constitutional effect. When 
it is desired to produce local anesthesia of any portion of the 
interior of the nose for the purpose of operation, a piece of 
absorbent cotton should be saturated with the cocain solution 
and laid in contact with that part of the nose where the anes- 
thesia is desired, and, after the lapse of a few moments, the sensi- 
bility of the parts tested with a probe, and, if anesthesia has 
not been produced, the piece of absorbent cotton should be 
again dipped in the solution of cocain and replaced within the 
nose. Practically a bloodless operation can usually be secured 
by then spraying the parts with a 1 : 1000 solution of adren- 
alin hydrochlorid. 

Anesthesia of the larynx should be produced by throwing a 
fine spray of a 10 per cent, cocain solution upon the laryngeal 
mucous membrane, and repeating the procedure after an 
interval of two or three minutes. Anesthesia of the larynx, 
produced by the application of a solution of cocain, appears 
quickly after the application and lasts only a short time. 

Eucain and several other substances have been offered as 
substitutes for cocain, the claim being that they |)ossePS 
anesthetic qualities similar to those of cocain and are less 
liable to produce toxic effects. 

10. B lodini, gr. v ; 

Potassii iodidi, gr. xv ; 

Glycerinap, Ig. — M. 

11. Boroglycerid, 50 per cent. 

12. U Acidi tannic! , gr. xl ; 

Glycerin aj, fjj. — M. 

Formula 12 is an excellent application to the nasopharynx 
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in the postnasal catarrh of adults. In children, Formula 10 
generally yields better results. 

The last three formulas may be used in the treatment of 
chronic rhinitis and hypertrophic rhinitis. The effects of the 
applications vary with the amount of the solution used. No 
more of the iodin solution should be applied at one time than 
will produce a momentary sensation of discomfort 

13. B Tinctura ferri chloridi, 

GlycerinsB, da f^ss. — M. 

Useful as an application to erosions over varicose vessels in 
chronic nose-bleed. 

14. U Argenti nitratis, zi-ij ; 

Aqua, l^j. — M. 

Useful as an application to the pharynx or tonsils in acute 
pharyngitis or tonsillitis. When applied sufficiently early, 
will often abort the disease, if used two or three times a day. 
When painted upon the lateral walls of the pharynx it pro- 
duces at once a feeling of relief and comfort which persists 
for some time ; when painted upon the posterior wall of the 
pharynx, a sensation of dryness and great discomfort. Hence 
it should not be used in this portion of the pharynx except for 
touching small areas of granulation-tissue, etc. 

15. R Argenti nitratis, gr. x ; 

Zinci stearatis, gj. — M. 

16. B Argenti nitratis, gr. xx; 

Zinci stearatis, ^ij. — M. 

Formulas 15 and 16 are useful in the treatment of atrophic 
rhinitis. Formula 15 should be applied with the powder- 
blower to the nasal mucous membrane as long as its use is 
followed by a moderate amount of smarting and increased 
nasal discharge. When this ceases to occur. Formula 16 
may be used. 

17. B Zinci sulphatis, gr. xyj ; 

Aqua, ^. — M. 

Useful as an application by means of a brush or a dossil 
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of absorbent cotton to the larynx in subacute and chronic 
laryngitis, and to the nasopharynx in subacute nasopharyngeal 
catarrh. 

18. K Antipyrin, zi-iij ; 

Aqua, q. s. ra;ij. — M. 

The latter formula is extremely useful as a daily applica- 
tion to the larynx in all forms of laryngeal inflammation. 
A brush or a dossil of absorbent cotton wrapped about a bent 
probe should be saturated with the solution and applied to 
the glottis. The application of antipyrin solutions of the 
strength of 50 per cent, and upward produces a burning 
sensation, quickly followed by a sensation of relief and com- 
fort Applied in this manner to the larynx, antipyrin is not 
an anesthetic, but an analgesic whose effects persist for several 
hours. In the strength of 5 to 10 per cent, solution anti- 
pyrin is superior as an antiseptic to Van Swieten's liquid. In 
therapeutic doses antipyrin acts as an antispasmodic, diminish- 
ing the reflex excitomotor power of the spinal cord, and also 
as an analgesic, relieving the pain of neuralgia and migraine, 
whether due to reflex nasal irritation or to some other cause. 
Applications of strong solutions of antipyrin to the larynx 
should be supplemented by the patient inhaling five or six 
times a day the spray from an atomizer containing a 4 per 
cent, solution (Formula 8). 

19. R Zinci sulphatis, 

Sacchari lactis, da ,^ij ; 

Acaciae, gr. x. — M. 

20. R Alumnol, 3J ; 

Sach. lac, ^ij. — M. 

Useful as applications to the laryngeal mucous membrane 
in acute and chronic laryngitis. In cases in which bronchitis 
as well as laryngitis is present the powder should be applied 
during deep inspiration, in order that it may reach the trachea 
and bronchi. 

21. B lodoformis, gr. xxx ; 

Acidi tannici, gr. xx ; 

Sacchari lactis, gr. xxx. — M. 

16 
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Useful as an application in syphilitic and tubercular 
laryngitis. 

22. B Bismuth, subnitratis, 3ij ; 

Acaciae, gr. x ; 

lodoformis, 388 ; 

MorphisB sulphatis, gr. xx ; 

Acioi tannici, gr. xxx. — M. 

Useful as an application to the laryngeal mucous membrane 
in tubercular and syphilitic laryngitis, and in the earlier 
stages of acute laryngitis, or in any laryngeal affection char- 
acterized by irritability and pain. 

23. Orthoform. 

This nearly insoluble substance has the property of produc- 
ing analgesia when applied to exposed nerve-endings. It is, 
therefore, especially valuable as an application to irritable 
ulcers after they have been cleansed with DobelFs solution or 
peroxid of hydrogen. Its anesthetic effects are increased by 
a previous application of a solution of cocain and persist for 
four or five hours. When insufflated into a tubercular larynx 
the powder produces a momentary smarting, followed by anal- 
gesia more or less complete, which persists as long as the 
powder adheres to an abraded surface or an ulcer. The 
powder possesses decided antiseptic qualities and promotes the 
healing of tubercular ulcerations. It has little effect upon 
the unbroken mucous membrane, and its prolonged application 
to the skin in the neighborhood of ulcerations sometimes 
causes eczema. 

A nurse or one of the patient's friends can be taught to 
insufflate orthoform into a tubercular larynx ten minutes 
before each meal, and in many instances thus secure complete 
relief from dysphagia. Orthoform is said to be non-toxic, and 
hence may be used locally in liberal quantities. 

24. R Menthol, gr. j ; 

Sodii bicarb., gr. ij ; 

Magnesia carb. (levis), gr. iij ; 

Cocain. hydrochlor., gr. iv ; 

Zinci stearatis, 3J. — M. 
Sjg. Use as snuflf. 
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The most marked relief follows the use of this powder, 
and a few applications will do much to abort acute rhinitis. 
Its effects are immediate, highly agreeable to the patient, and 
continue for a number of hours. 

25. R Tinctura gentianse comp., ^ij ; 

Elixir cinchonae, ^ ; 

Syrupi linionis, fzss ; 

Spiritus frumenti, q. s. ad fgviij. — M. 
Sig. Dose, one or two tablespoonfuls. 

A useful formula where it is desired to admiilister an alco- 
holic stimulant, but where it is undesirable from any cause 
to advise the use of whiskey pure and simple. 

26. R Hydrargyri bichloridi, gr. j ; 

Potassii iodidi, zij ; 

Aqua, ^iij- — ^» 

Sig. One to three teaspoonfuls after meals. 

This formula, sometimes called " 1, 2, 3 mixture," may be 
ordered when it is' desired to employ the mixed treatment in 
syphilis. 

27. B Tablet triturat. hydrarg. protiodidi, gr. \. 

Sig. One tablet may be taken three or four times a day or even 
oftener, with a sufficient quantity of opium, if necessary, to prevent 
diarrhea. 

Useful in the treatment of primary and secondary syphilis. 

28. B Pil. hydrarg. biniodidi, gr. j^^-}. 
Sig. One pill may be taken after each meal. 

Useful in the treatment of the later stages of syphilis. 

29. B Cocain. hydrochloratis, gr. ss ; 

Gelatin, q. s. fiant troch. No. 1. — M. 

The above troche, taken before each meal, will often enable 
a patient with phthisical laryngitis or cancer of the larynx 
to swallow a sufficient quantity of nourishment, when other- 
wise it would be impossible, on account of the pain. How- 
ever, the analgesia produced by the use of these loiA'Ok.'^^se. Ss^. 
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less than that produced by insufHations of orthoform (For- 
mula 23). 

30. R Potassii bromidi, gss ; 

Potassii cyanidi, gr. iss ; 

Ext. prunus virginianae, f^ss ; 

Ext. grindelia robusta, ^3"j» 
Muc. acaeise, 

Aqujfi dest., da q. s. fgiv. — M. 

Sig. Teaspoonful in water four times a day. 

Useful as a cough mixture. 

31. R Tincturae ferri chloridi, fgij ; 

Potassii bromidi ^:5ij ; 

Potassii chloratis giij ; 

Ext. glycyrrhizae, pjj ; 

Aqua, ad fjvj. — M. 

Sig. A teaspoonful of water every two hours, gargle and swallow. 

Useful in acute pharyngitis and tonsillitis. 

32. R Potassii chloratis, 

Potassii bromidi, 

Ext. glycyrrhizaj, da gr. iij ; 

Tr. ferri chloridi, n\^i8S. — M. 

Fiant troch. No. 1. 
Sig. — One every two or three hours. 

Useful in acute pharyngitis, tonsillitis, and laryngitis. 

33. R Tr. guaiac. ammoniatse, f§j. 

Sig. One-half teaspoonful in milk every three or four hours, 
gargle and swallow. See Formula 43. 

Useful in acute pharyngitis or tonsillitis of rheumatic 
origin. 

34. R Potassii bromidi, ^ss ; 

Potassii iodidi, ,^iss ; 

Ext. glycyrrhizae, ,^iss ; 

Aqua, * q. s. ad. ^iv. — M. 

Sig. A teaspoonful three or four times a day. 

Useful in pharyngitis sicca, to increase the pharyngeal 
lecretioDS and relieve the feeling of dryness in the throat 
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35. R Acidi tannici, 

Acidi gallici, da gr. xx. — M. 

Sig. — Add to a tumblerful of water, and slowly sip the mixture. 

Useful in controlling oozing of blood from the wound after 
amputation of the tonsil. 

36. B Pil. atropia sulphatis, gr. jj^. 
Sig. One every three or four hours. 

Useful in controlling excessive nasal secretion in coryza, 
hay-fever, and nasal hydrorrhea. 

37. R Hydrarg. bichlor. , gr. i ; 

Acidi arseniosi, gr. | ; 

Ferri pyrophos., gr. vj ; 

Quinia sulph., gr. xv. — M. 

Ft. pil. No. xxiv. 
Sig. One after meals. 

Useful as a tonic pill in catarrh of the nose and throat, 
with a debilitated condition of the system. 

38. R Hydrarg. bichlor., gr. iij ; 

Aquae destil., f^. — M. 

Sig. Corrosive sublimate solution for hypodermic use. 

ntx = gr. j\. rn^xiij = gr. j^^. tt\^xv = gr. ^. n^xx =J. 

Useful in syphilitic affections of the nose and throat where 
it is advisable to get the patient under the influence of mer- 
cury as speedily as possible. The injections may be made as 
often as once a day, deep into the cellular tissue of the back. 
The injection causes a moderate amount of pain, which con- 
tinues for about an hour, and the place where the injection 
was made remains a little sensitive to the touch for twenty to 
forty-eight hours ; abscess does not occur when the proportion 
of corrosive sublimate is not greater than in this formula. 

39. R Tr. benzoin com p. 

Sig. Add half a teaspoonful to the inhaler (Fig. 74) one-half full 
of hot water. Use the inhaler four or five times a day. 

Useful in most forms of laryngeal inflammation. To the 
above formula, when requisite, an expectorant — ^8ASw\s\ssvcsa. 
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muriat., fluid extract of senega or ipecac — may be added. 
When it is desired to diminish expectoration, and at the same 
time produce a sedative effect upon the laryngeal mucous 
membrane, fluid extract of belladonna or hyoscyamus in com- 
bination with the compound tincture of benzoin will yield 
satisfactory results. 

40. B Atropite sulphatis, gr. ss-iss ; 

Aquae destil., fjij. — M. 

Sig. Use with an atomizer every two hours. 

Useful in nasal hydrorrhea. The patient should be in- 
formed that the solution is highly poisonous, and cautioned 
against using a larger quantity than sufficient to barely 
moisten the naaal mucous membrane each time the atom- 
izer is used. 

41. B Powdered suprarenal capsule of the sheep, 1 part; 

Distilled water, 9 parts. — M. 

Sig. Boil, filter, and add resorcin enough to make 1 per cent. This 
extract, so prepared, will remain unchanged for a long time. 

The freshly prepared extract, prepared as above, without 
resorcin, undergoes putrefactive changes within a few hours, 
and is then unfit for use. It, of course, may be preserved 
indefinitely by the addition of antiseptics and by sterilizing 
the extract and its container. However, all antiseptics are more 
or less irritating to mucous membranes, and it is probably 
better to employ a freshly prepared watery extract when the 
use of the substance is required. However, resorcin is the 
least irritating to the nasal mucous membrane of any of the 
antiseptics advised for the preservation of suprarenal extract. 

Extract of suprarenal extract, when applied to mucous 
membranes, is said to be the most powerful astringent known, 
and produces its maximum effects within one minute after the 
application is made. When used after cocain within the 
nose, a practically bloodless operation can sometimes be 
secured. However, suprarenal extract will not prevent 
hemorrhage if a large vessel be cut, and its use is said to 
render secondary nasal hemorrhage more probable after 
operations. 
It 18 used locally in the treatment of hay-fever and asthma, 
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and 2 to 5 grains of the powdered gland may at the same 
time be given internally, the patient being instructed to cease 
taking the drug if disagreeable heart-symptoms manifest 
themselves. 

The active alkaloid of suprarenal capsule recently has 
been discovered by Takamine of New York. The hydro- 
chlorid of this substance, "adrenalin," is active in as weak 
solutions as 1 : 10,000, producing, when applied to mucous 
membranes, apparently the same effect as that of suprarenal 
extract. Stronger solutions up to 1 : 500 may also be used inside 
the nose. However, the solutions of adrenalin hydrochlorid, 
unless prepared with especial precautions, somewhat readily 
decompose. 

42. B Glycerol tannici, gj. 

Sig. A teaspoonful in a half tumbler of water. Use as a gargle. 

Gargles have a deservedly bad reputation in the treatment 
of diseases of the throat, as owing to the stupidity or ignorance 
of the patient they rarely reach the pharynx and almost never 
the larynx. Children cannot use a gargle, and rarely is it 
practical to teach a patient to gargle during an ordinary 
office visit. However, the above is an effective and cheap 
astringent gargle, chiefly useful in dispensary practice. 

Remedies are probably best applied to the pharynx and 
larynx by means of an atomizer, but when this is impracti- 
cable, as in the case of children or business men whose em- 
ployment calls them away from home during the entire day, a 
suitable lozenge answers an admirable purpose. The lozenge 
should be made with a suitable excipient, so that it will dis- 
solve somewhat slowly in the mouth, and thus secure prolonged 
contact with the inflamed pharynx or larynx. The favorite 
excipients seem to be black-currant paste and gelatin. 
Because of the length of time required for the drying of 
lozenges, druggists cannot quickly make lozenges from the 
prescription of a physician, and it is therefore better in most 
instances to rely on the manufactured product of lozenge- 
makers, some of whom have national or international reputa- 
tions. The following formulas, copied from the catalogues of 
a well-known American and an English manufacturer, are 
standard preparations, and are convenient and usefuL 
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LOZENGES OF QUAIACUM AND ITS COMBINATIONS. 

43. Troch. guaiac. 

The lozenges are stimulant and alterative, and are capable of 
arresting recent inflammation of the tonsils. 

These lozenges should contain 2 grains of the resin of 
guaiacum, and are useful in the treatment of acute and sub- 
acute inflammation of the pharynx and acute follicular dis- 
ease of the tonsils. 

Mackenzie claims that guaiacum is a specific in acute tonsil- 
litis, and Sajous is equally emphatic in praise of the remedy. 

44. Troch. guaiac. comp. 

B Resin guaiac, gr. ij ; 

Potassii iodid, gr. j. — M. 

(Wm. Pepper.) 

Stimulant and alterative. Efficient in throat disorders with 
syphilitic taint. Is especially useful when in acute inflam- 
mations of the tonsils there is a sensation of dryness, as the 
iodid increases secretion. 

45. Troch. guaiac. and tannin. 

R Resin guaiac, gr. iss ; 

Acidi tannici, gr. \. — M. 

Stimulant and astringent, probably the most useful of the 
guaiacum lozenges in acute and subacute inflammation of the 
tonsils, pharynx, and larynx. Useful in the so-called " relaxed 
throats " of public speakers. 

46. Troch. guaiac. and benzoic acid. 

li Resin guaiac, g^- U » 

Acidi benzoici, gr. j. — M. 

(J. F. Martenet.) 

Stimulant in nervomuscular weakness of the throat. It is 
somewhat useful in the treatment and the loss of control of the 
laryngeal muscles experienced by nervous actors, singers, and 
orators, and those of these professions who have lost confidence 
in their powers as the result of subacute inflammation of the 
pharynx and larynx. In addition to the lozenge, -^ gr. of 
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strychnin or a dram of fluid extract of cocoa in an ounce of 
sherry wine may be prescribed, to be taken a few moments 
before going upon the stage or platform. 

Any one of the above guaiacum lozenges may be used every 
one, two, or three hours, according to the acuteness of the 
inflammation. 

Lozenges, containing the following drugs, are sometimes of 
service : 

47. Ipecacuanha. 

Readily taken by children. These lozenges should be of 
the same strength as the lozenges of the British Pharmacopeia. 

Menthol, cocain, and red gum. 
B Menthol, 

Cocain, da gr. ^\y ; 
Red gum, gr. ij ; 

Chlorate of potash, gr. v. — M. 

48. Rhatany. 
Astringent 

49. Chlorate of potash and borax. 

Containing these two useful remedies in combination. 

50. Red gum. 
Astringent. 

51. Eucalyptus (gum and oil). 
Antiseptic, stimulant, and astringent. 

52. Cocain, gr. ■^. 
Sedative to the mucous membrane. 

63. Cocain, gr. yV- 

54. Codein, gr. \. 

Sedative. 

55. Compound eucalyptus (red gum, chlorate of potash, and 

cuhebs). 

66. Chlorate of potash, borax, and cocain. 

R Chlorate of potash, gr. ij ; 

Borax, gr. j ; 

Cocain, gr. t^. — M. 
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67. Eucalyptus oil. 
ADtiseptic and stimulant. 

58. Menthol, gr. -^^ 

59. Menthol and cocain. 

R Menthol, 

Cocain, ad gr. 5^.— M. 

Stimulant, antiseptic, and sedative. 
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Abductor paralysis, 201 
Abscess in tonsillitis, 166 

of larynx, 190 

of septum, 144 

retropharyngeal, 159 
Accessory sinuses, diseases of, 105 
differential diagnosis, 115 
drainage of, 110 
Politzer bag in, 109 
Acids in hay-fever, 95 
Adams's septum -forceps, 150 
Adductor paralysis, 200 
Adenoid vegetations of pharyngeal 

tonsil, 174 
Adrenalin, 231 

hydrochlorid, 223 

in hay -fever, 97 
Air-compressors, 46 
Albolin, fluid, 221 
Albuminuria in tonsillitis, 165 
Allen's applicator, 40 

nasal speculum, 36 

probe, 40 

tube, 142 
Alligator-forceps, 79 
Alphasol, 221 
Anemia of larvnx, 178 
Antipyrin, 222, 225 
Antiseptics, 233 

Antrum, diseases of, drainage in, 
110 

of Highmore, catarrhal inflam- 
mation of, 106 

opening into, 113 

purulent disease of, svmptoms, 
107 

solution for use inside of. 111 
Aryepiglottic field, 29 
Asch's compression forceps, 137 



Asch's operation for deviation of 
septum, 137 

scissors, 137, 138 

separator, 138 

tubes, 139 
Astringents, 233 
Atomizers, 40-52 
Autolaryngoscopy, 27 
Autoscopy, instruments, 32 

of larynx, 29 

of trachea, 29 

Benzoin, 229 

Berens' scissor-forceps, 79 

Bismuth subnitrate, 226 

Borax, 233 

Boroglycerid, 223 

Bosworth's nasal dilator, 34 
nostril dilated by, 67 
operation for deviation of sep- 
tum, 129 

Bozzini's laryngoscope, 13 

Bridge in exostoses, 83 
of nose, flattening of, correction, 
147 
from syphilis, 150 

Browne's hollow larvngeal dilator, 
192 

Brunson's operation for deviation 
of septum, 141 

Burgess air-compressor, 46 
atomizers, 41 

Cadaveric paralysis of larynx, 

202 
Callus, provisional, in deviation of 

septum, 125 
Camphor and menthol solutions, 

222 
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Carcinomata, laryngeal, 196 

nasal, 120 
Catarrh, acute nasal, 60 

autumnal, 93 

chronic, 61 

dry, 84. See also RhinUis, cUro- 

f)hic. 
, hypertrophic, 65 
of ethmoidal sinuses, 114 
of frontal sinus, 112 
postnasal, 173 
Catarrhal inflammation, 56 

of antrum, 106 
*' Catching cold," 55 

modus operandi of, 57 
Catheter syringe, Freeman's, 86 
Caustics, chemical, for removal of 

anterior hypertrophies, 70 
Cautery-knives, 73 
Cavities communicating with nose, 

105 
Century atomizer, 43 
Chromic acid for hypertrophies, 

70 
Cleavage of middle turbinated 

bodies, 89, 90 
Clefts in turbinated bone, 90 
Cocain, 233 

hydrochlorate, 222, 223 
menthol, and red gum, 233 
Codein, 233 

Cohen's tongue-depressor, 26 
Cold in head, 60 
Columnar cartilage, 143 
Coryza, 60 
chronic, 60 

vasomotoria periodica, 93. See 
also Hay-fever. 
acids in treatment, 95 
Cotton applicator, 40 

cylinders in atrophic rhinitis, 87 
plugs in epistaxis, 103 
Cough mixture, 228 
Croupous inflammation, 56 
Curet, nasal, 91 

postnasal, Gottstein's, 176 
Curet-forceps, 79 
Cutting forceps, Farnham's, 82 
Cyst, nasal, 117 
of tonsil, 169 



Davidson's automatic cut-off, 48 
DeVilbiss atomizer, 43 
Deformities of nose, 146 
Diphtheria, 205 

classification, 206 

complications, 210 

diagnosis, 211 

extubation, 217 

intubation for, 214, 215 

laryngeal, 208 
operative interference, 2 1 4 

nasal, 208, 210 

prognosis, 211 

prophylaxis, 212 

serum therapy, 214 

symptoms, 205 

tonsillitis and, 165 

toxemia iu, 210 

tracheotomy in, 218 

treatment, 212 
Diphtheritic inflammation, 56 

paralysis, 209 
Dobell's solution, modified, 220 
Drills, electric-motor, 81 

EccHONDROSES, bridge in, 83 
of septum, 76 

chisel operation, 77 
saw operation, 78 
removal of, by drills, 80, 82 
Edema of larynx, acute, 188 
Electric converter, 72 
motor, 80 
drills for, 81 

in removing exostoses, 80, 82 
Electrolysis for nasopharyngeal 

fibromata, 118 
Elongation of uvula, 172 
Epistaxis, 99 
severe, control of, 103 
treatment, 101-105 
Erosions in deviations of septum, 

128 
Ethmoidal sinuses, catarrhal in- 
flammation of, 114 
purulent diseases of, 114 
Ethmoiditis, necrosing, 88 
Eucain, 223 
Eucalyptus, 233,234 
Examination of patients, 54 
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Exophthalmos from ethmoidal 

disease, 116 
Exostoses, bridge in, 83 
of septum, 76 

chisel operation, 77 
saw operation, 78 
removal of, by drills and tre- 
phines, 80, 82 
Extubation, 217 

Farnham's nasal cutting forceps, 

82 
Ferri chlorid, tincture, 224 
P^ibroma, nasopharyngeal, 116, 

117 
Flemming's storage- battery, 71 
Follicles, hypertrophies of, phar- 
yngitis and, 155 
Forceps, alligator-, 79 
Myles', 92 
Asch's compressing, 137 
curet, 79 
Farnham's, 82 

Gleason's nasal bone-cutting, 1 49 
laryngeal, Mackenzie's, 198 
Myles',80 
nasal cutting, Griinwald's, 92 

Myles',92 
postnasal, Loewenberg's, 175 
Schroeter's, 162 
scissor-, Berens', 78, 79 
septum-, Adams', 150 
Foreign bodies in larynx, 198 
in nose, 145 
in pharynx, 161 
Formulas, 220 
Fox's head-band, 15 
Freeman's catheter syringe, 86 
Frog face, 117 

Frontal sinus, catarrh of, 112 
purulent disease of, 113 

Galvanocautery for removing 
anterior hypertrophies, 69 
handle, 73 

in nasopharyngeal fibroma, 118 
operation on tonsils, 172 

Gargles, 231 

(^as bracket, adjustable, 20 

Gleason's head-band, 16, 17 



Gleason's nasal bone-cutting for- 
ceps, 149 
dilator, 34 
operation for deviation of sep- 
tum, 131, 134 
Glosso-epiglottic fold, 29 

fossae, 29 
Glottis, 28 

acute edema of, 188 
Glycothymolin, 221 
Good Willie's tonsil-compressor, 170 
Gottstein's postnasal curet, 176 
Granulation-tissue in necrosing 

ethmoiditis, 90 
Griinwald's nasal cutting force|)S, 

92 
Guaiacum lozenges, 232 

Hayes' inhaler, 51 
Hay-fever, 93 
acid in treatment, 95 
hvperesthetic areas in nose in, 

96 
suprarenal extract in, 96 
uric acid in blood in, 95 
Head, cold in, 60 
Head -band to attach reflector, 15 
Hematoma of septum, 144 
Hemorrhage, nasal, 99 
Hot-air apparatus, 63 
Hydrobromic acid in hay-fever, 95 
Hydrogen dioxid, 221 
in epistaxis, 103 
Hydrorrhea, nasal, 98 
Hyperemia of larynx, 178 
Hvperesthetic areas in hay-fever, 

96 
Hypertrophied angle in deviation 

of sej)tuni, 125 
Hypertrophies, anterior, batteries 
for, 71 
chemical caustics for, 70 
removal of, 67 
posterior, removal of, 74 
Hypertrophy of pharyngeal tonsil, 
174 
of tonsils, 170 

Infiltration, submucous, of sep- 
tum, 145 
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Inflammation of submucous tissue 
of larynx, 188 
of tonsils, with hypertrophy, 170 
without hypertrophy, 168 
Inflation with Politzer bag, 109 
Infraglottic laryngoscopy, 28 
Ingal's operation for deviation of 

septum, 130 
Inhaler, 51 
Intubation, 215 
accidents after, 216 
conditions met after, 216 
instruments, 214 
treatment of patient, 217 
lodin, 223 

for removing hypertrophied 
tonsils, 172 
Iodoform, 225 
Ipecacuanha, 233 

Jarvis' snare, 67, 69 
transfixing needles, 68 

Kyle's malleable nasal tube, 142 
operation for deviation of sep- 
tum, 141 
tongue-depressor, 27 

Laryngeal image, 28 

bringing of, into view, 24 

mirror, 14 

introduction, 23 
temperature of, 25 

reflector, manner of wearing, 17 

sounds, 39 
Laryngitis, acute, 178 

chronic, 184 

phthisica, 193 

sicca, 187 

subacute, 181 

syphilitica, 191 

tubercular, 193 
Laryngology, 21 
Laryngoscope, 13 

principle of, 21 

reflector of, lo 
Laryngoscopy, 21 

obstacles to, 26 

infraglottic, 28 

light in, 18-21 



Laryngoscopy, optical law involved 
in, 21, 22 

positions of observer and patient 
in, 22 
Larynx, abscess of, 190 

acute edema of, 188 

anemia of, 178 

appearance of, after death, 
202 

autoscopy of, 29 

carcinomata of, 196 

diphtheria of, 208 

operative interference, 214 

diseases of, 178 

foreign bodies in, 198 

hyperemia of, 178 

image of, 22 

in breathing, 29 

in tone-production, 29 

inflammation of submucous 
tissue of, 188 

mucous membrane of, 29 

neuroses of, 199 

normal, 28 

papillomata of, 196 

paralysis of, 199 
treatment, 204 

syphilis of, 191 

tumors of, 195 
Light concentrators, 18, 19 

in laryngoscopy, 18-21 
Listerin, 221 
Loewen berg's postnasal forceps, 

175 
Lozenges of guaiacum, 232 

Mackenzie's adjustable gas 
bracket, 20 
laryngeal electrode, 204 
forceps, 198 
Magic atomizer, 42 
Maknen's tonsil instruments, 169 
Mathieu's tonsillotome, 171 
Mayer's pharyngeal curet, 156 

tubes, 139 
Menthol, 226, 234 
and camphor solutions, 222 
cocain, and red gum, 233 
Menthol-chloroform, filling Polit- 
zer bag with, 110 
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Mouth-breathing in hypertrophic 

rhinitis, 66 
Mucous membranes, catarrhal in- 
flammation of, 56 
cleansing of, 62 
croupous inflammation of, 56 
diphtheric inflammation of, 56 
inflammations of, 55 

from chilling, 58 
pathology, 55 
physiology, 55 
Mucus, removal of, with atomizer, 

45 
Myles' forceps, 80 

nasal cutting forceps, 92 

Nares, anterior, 33 
posterior, 33 

examination of, 37 
Nasal catarrh, acute, 60 
chamber, posterior, 33 
curet, 91 
dilator, 34 
douche, 62 
hemorrhage, 99 
hydrorrhea, 98 
saw, 83 
tubes, 142 
Nasopharyngeal fibromata, 116, 

117 
Nasopharynx, diseases of, 173 
Nebulizer, multiple (ilobe, 50 
Nitrate of silver, 224 
Nitromuriatic acid in hay-fever, 95 
Nose, bridge of, flattening of, cor- 
rection, 147 
from syphilis, 150 
plates beneath skin for, 1 50 
bulbous condition at end of, 152 
cavities communicating with, 

105 
congenital deformities of, 152 
diphtheria of, 208, 210 
diseases of, 58 
foreign bodies in, 145 
hyperesthetic areas in, in hay- 
fever patients, 96 
in respiration, 55 
in vocalization, 55 
injuries and deformities of, 146 



Nose, interior of, 37 
olfactory portion of, 55 
physiologic functions of, 55 
respiratory portion of, 55 
saddle-back, 147 

Nose-bleed, 99 

Nose- wash, using of, 62 

Nostril dilated by Bosworth's dila- 
tor, 67 

O'Dwyer's intubation set, 215 
Olfactory portion of nose, 55 
''One-two-three mixture," 227 
Orthoform, 226 
Ostium maxillare, restoring patency 

of, 109 
Ozena, 85, 120 

PAiiATE, soft, paralysis of, in ton- 
sillitis, 165 
Papillomata, nasal, 119 

of larynx, 196 
Paralysis, abductor, 201 
adductor, 200 
cadaveric, of larynx, 202 
diphtheric, 209 
of larynx, 199 

treatment, 204 
of pharynx, 161 
of soft palate in tonsillitis, 165 
of tensors of vocal cords, 203 
Patients, examination of, 54 
Pharyngeal tonsil, hypertrophy of, 

174 
Pharyngitis, acute, 152 
atrophic, 156 
sim])le chronic, 154 
syphilitic, 157 
Pharynx, diseases of, 152 
foreign bodies in, 161 
irritability of, 26 
paralysis of, 161 
tumors of, 160 
Plates beneath skin of bridge of 

nose, 150 
Politzer bag, filling of, with men- 
thol-chloroform, 110 
inflation with, 109 
Polypi buds in ethmoiditis, treat- 
ment^ 91 
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Polypi, cystic, 117 

fibrous and soft, diflTerentiation, 

118 
nasul, 116 
Posterior nares, examinatioD| 37 

nasal chamber, 33 
Postnasal catarrh, 173 
space, 33 

diseases of, 173 
washing out of, 45 
syringe, 52 
Powder-blower, 52 
Pressure in epistaxis, 103 
Probes, 40 
Provisional callus in deviation of 

septum, 125 
Pumps, air-compressing, 46 

Quinsy, 163 

Redundancy of septum, 128 
'* Reflex," application of term, 59 
phenomena from nasal disease, 
59 
Respiratory portion of nose, 55 
Resiliency of septum, 128 
Retropharyngeal abscess, 159 
Rhatanv, 233 
Rhinitis, acute, 60 
atrophic, 84 

treatment, 86 
hypertrophic, 65 

mouth-breathing in, 66 
operative procedures for, 67 
obstructive, 65. See also Rhini- 

t iti, h ypertroph ic. 
pseudomembranous, 64 
purulent, 63 
scrofulous, 84 
simple chronic, 61 
subacute, 61 
syphilitic, 120 
Rhinology, 33 
Rhinorrhagia, 99 
Rhinorrhea, 61 
Rhinoscopy, 33 
anterior, 33 
posterior, 37 
image of, 39 
BIma glottidis, 28 



I Roberts' operation for deviation of 

septum, 136 
Rodman's treatment of bulbous 

nose-tip, 152 
Roe's operation for deviation of 
septum, 141 
treatment of bulbous nose-tip, 
152 

Saddle-back nose, 147 

Sajous' operation for deviation of 

septum, 130 
Sarcoma, nasal, 119 
Saw, nasal, 83 

Schneiderian membrane, inflamma- 
tion of, 63 
Schroeter's forceps, 162 
Secretions, removal of, with atom- 
izer, 45 
Sedatives, 233 

Seller's operation for deviation of 
septum, 130 
septum-knife, 143 
Septum, abscess of, 144 
anatomy of, 123 
deviation of, 124 
angular, 124 
Asch's operation for, 137 
Brunson's operation for, 141 
cause of failure in treatment, 

133 
curvilinear, 126 
erosions in, 128 
factors interfering with success 

of operation, 128 
Gleason's operation for, 1 34 
hypertrophied angle in, 125 
hypertrophies in, 127 
Kyle's operation for, 141 
maintaining deflected area in 

median position, 141 
nasal respiration in, 127 
operations for, 129 
redundancy and, 128 
resiliency and, 128 
Roberts' operation for, 136 
Roe's operation for, 141 
vertical, 125 
pathologic, 124 
diseases of, 123 
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Septum, dislocation of portion of, 
from traumatism, 14(5 
exostoses of, 76. ISee also Exos- 
toses. 
eccliondroses of, 76. See also 

Ecchondroses. 
hematoma of, 144 
submucous infiltation of, 145 
Serum therapy of diphtheria, 214 
Silver nitrate, 224 
Simplex pump, 48 
Sneeze, 59 
Snore, 67, 69 
Snuffles, 60 
Sore throat, acute, 153 

chronic, 154 
Sound, laryngeal, 89 
Spasms in retropharyngeal abscess, 

1 9 
Sphenoidal cell, purulent inflam- 
mation of, 115 
Spraying with hand atomizer, 44 
Stimulants, 233 
Storage-battery for hypertrophies, 

71 
Suprarenal capsule of sheep, 230 

extract in hay-fever, 90 
Syphilis, formulas for, 227, 228 
nasal, 120 
of larynx, 191 
Syphilitic pharyngitis, 157 

rhinitis, 120 ' 
Syringe, postnasal, 52 

Tannic acid, 223 

Tensors of vocal cords, paralvsis 

of, 203 
Tongue, liolding of, in introducing 

mirror, 23 
Tcmgue-depressor, 26, 27 

for autoscopy, 30 
Tonsil compressor, Goodwil lie's, 

170 
Tonsillitis, abscess in, 1G6 
acute, 163 
l)acteriolo<xy, 165 
croupous, 163, 164 
diphtheria and, 165 
ervthemntous, 164 
follicular, 163 



Tonsillitis, erythematous, follicular, 
abortion of, 167 
parenchymatous, 164 
phlegmonous, 163 
Tonsillotome, Mathieu's, 171 
Tonsils, chronic inflammation of, 
with hypertrophy, 170 
without hypertrophy, 168 
cyst of, 169 
diseases of, 163 
formula for oozing from, 229 
galvanocautery operation in, 172 
hard, 170 
hypertrophied, iodin for removal 

of, 172 
hypertrophy of, 170 
instruments for, 169 
operation on, hemorrhage after, 

172 
pharyngenl, adenoid vegetations 

of, 174 
ragg^ed, 170 
scirrhous, 170 
soft, 170 
Toxemia in diphtheria, 210 
Trachea, autoscopy of, 29 
Tracheotomy in diphtheria, 218 
Transfixing nee<lles, 68 
Trephines, electric-motor, 81 

removal of exostoses by, 80, 82 
Tuberculosis, laryngeal, 193 
Tumors, 116 
of larynx, 195 
of pharynx, 160 
Turbinated bodies, cleavage of, 89, 
90 
clefts in, 90 

Uric aci<l in bl(MHl in hay-fever, 95 
Uvula, elongation of, 172 

Van Sant's hot-air apparatus, 53 
Vocal cords, paralvsis of tensors of, 

203 * 

Vomer, partial dislocation of, 125 

Watson's operation for deviation 
of 8<»ptum, 131 

Zinc sulphate, 224, 225 
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they are distributed so profusely as to add very largely to the interest of the reader and to 
help the student." 

American Medicine 

** It is especially praiseworthy and valuable in that throughout pathologic problems are 
treated with particular reference to their bearings upon practical medicine and surgery." 

The Lancet, London 

*' The illustrations, plain and colored, throughout the whole work are excellent, and they 
-"^iderably to the value of a thoroughly irusl^otxVv^ \.tx\.-V>ook of pathology." 



PATHOLOGY. 



McFarland's 
Text-Book of Patholo^ 



A Text-Book of Pathology. By Joseph McFarland, 
M. D., Professor of Pathology and Bacteriology in the Medico- 
Chirurgical College of Philadelphia ; Pathologist to the Medico- 
Chirurgical Hospital, Philadelphia. Handsome octavo of 8i8 
pages, with 350 illustrations, some in colors. Cloth, ;J>5.oo net; 
Sheep or Half Morocco, J6.00 net. 

A NEW WORK— RECENTLY ISSUED 

This entirely new work is a plain account of the natural history of disease, 
and covers the field thoroughly, accurately, and completely. Being the work 
of a teacher who, as such, is eminently familiar with the needs of students, it 
is arranged in a manner and written in a style best suited to teaching pur- 
poses. Unlike most works on pathology, it treats the subject, not from the 
professor's point of view, but from that of the student, the author ever aiming 
to render most easy of comprehension the many difficult theories of the science. 
The text is admirably elucidated by numerous excellent illustrations, many of 
them having been especially drawn. Indeed, this book of Dr. McFarland's 
will be found of inestimable value. 



OPINIONS OF THE MEDICAL PRESS 



American Medicine 

" We feel confident in saying no other recent treatise, not encyclopedic in character on 
any subject, contains so much direct and correlated information on the branch with which it 
deals." 

Medical Record, New York 

"The long teaching experience which Dr. McFarland has had has well qualified htm 
for the task of writing a text-book, . . . and he has done it well." 

Medical News, New York 

«* This is truly an excellent text-book. . . . TVve vWusUaUoTS m^ w«atttw» *xv^ *s^ 
exceptionally good. " 



SAUNDERS BOOKS ON 



Durck and Hektoen's 
General Pathologic Histolo^ 



Atlas and Epitome of General Pathologic Histology. 

By Pr. Dr. H. Durck, of Munich. Edited, with additions, by 

LuDviG Hektoen, M. D., Professor of Pathology, Rush Medical 

College, Chicago. With 172 colored figures on 77 lithographic 

plates, 36 text-figures, many in colors, and 353 pages of text. In 

Saunders* Atlas Series. Cloth, i>5.oo net. 

RECENTLY ISSUED 

This new atlas gives the accepted views in regard to the significance of 
pathologic jjrocesses, conflicting theories having been omitted. All the illus- 
trations have been made from original specimens, in many cases as high as 
twenty-six colors having been required. 

W. T. Councilman, M.D., 

Fro/essor of Pathologic Anatomy, Harvard University. 

" I have seen no plates which impress me as so truly representing histologic appear- 
ances as do these. The houk is a valuable one." 

Howeirs Physiology 

A Text-Book of Physiology. By William H. Howell, 
Ph. D., M. D., Professor of Physiology in the Johns Hopkins 
University, Baltimore, Md. Octavo of 800 pages, with 250 
illustrations. 

JUST READY— ENTIRELY NEW 

Dr. Howell has had many years of experience as a teacher of physiology 

in several of the leading medical schools, and is therefore exceedingly well 

fitted to write a text-book on this subject. Main emphasis has been laid 

upon those facts and views which will be directly helpful in the practical 

branches of medicine. At the same time, however, .sufiicient consideration 

has been given to the experimental side of the science. The entire literature 

of physiology has been thoroughly digested by Dr. Howell, and the im- 

portant views and conclusions u\troduce«\ '\v\Vo \vv«> \<wV, ■««> \\\^.l the student 

as the benefit of the latest advances a\ot\9, V\\\'a \\v\«t. WvwsVx^W^wi* V'a.M^ 



■> ^>-- r \ V 



HISTOLOGY. 



Bohm, Davidoff, and 
Huber's Histolo^ 



A Text-Book of Human Histology. Including Microscopic 
Technic. By Dr. A. A. Bohm and Dr. M. von Davidoff, of 
Munich, and G. Carl Huber, M. D., Professor of Histology 
and Embryology in the University of Michigan, Ann Arbor. 
Handsome octavo of 528 pages, with 377 beautiful original illus- 
trations. Flexible cloth, $3.50 net. 

RECENTLY ISSUED— SECOND REVISED EDITION 

The work of Drs. Bohm and Davidoff is well known in the German edi- 
tion, and has been considered one of the most practically useful books on the 
subject of Human Histology. This American edition has been in great part 
rewritten and very much enlarged by Dr. Huber, who has also added over 
one hundred original illustrations. Dr. Huber's extensive additions have 
rendered the work the most complete students' text-book on Histology in 
existence. The book contains particularly full and explicit instructions in 
the matter of technic, and it will undoubtedly prove of the utmost value to 
students and practical workers in the Histologic Laboratory. Special atten- 
tion is called to the fulness of the text, the large amount of matter on technic, 
and the numerous handsome illustrations. 



OPINIONS OF THE MEDICAL PRESS 



British Medical Journal 

" The combined authorship of so many distinguished men has led to the production of a 
most valuable work. The illustrations are most beautiful, and beautifully executed, and 
their study will be an education in themselves." 

Boston Medical and Surgical Journal 

" Is unquestionably a text-book of the first rank, havinp been carefully written by 
thorough masters of the subject, and in certain directions it is much superior to any other 
histological manual." 

American Medicine 

"It is recognized as the highest amhonty in Germaitvv. . . . K\ioO«^ o^^^^'^^^«^ '^'^'^^^ 
surpaases Anything of its kind now in print." 



SAUNDERS' BOOKS ON 



GET •Am^M^cxn THE NEW 

THE BEST jnnierican standard 

Illustrated Dictionary 

Third Revised Edition — Recently Issued 



The American Illustrated Medical Dictionary. A new 

and complete dictionary of the terms used in Medicine, Surgery, 
Dentistry, Pharmacy, Chemistry, and kindred branches; with 
over loo new and elaborate tables and many handsome illustra- 
tions. By W. A. Newman Borland, M. D., Editor of "The 
American Pocket Medical Dictionary." . Large octavo, nearly 
800 pages, bound in full flexible leather. Price, $4.50 net; with 
thumb index, ^^5.00 net. 

Gives a Maximum Amount of Matter in a Minimum Space, and at the 

Lowest Possible Cost 

THREE EDITIONS IN THREE YEARS- 1500 NEW TERMS 

The immediate success of this work is due to the special features that 
distinguish it from other books of its kind. It gives a maximum of matter 
in a minimum space and at the lowest possible cost. Though it is practi- 
cally unabridged, yet by the use of thin bible paper and flexible morocco 
binding it is only \% inches thick. In this new edition the book has 
been thoroughly revised, and upward of fifteen hundred new terms have 
been added, thus bringing the book absolutely up to date. The book con- 
tains hundreds of terms not to be found in any other dictionary, over 100 
original tables, and many handsome illustrations. 



PERSONAL OPINIONS 



Howard A. Kelly, M. D., 

Professor of Gynecology, Johns Hopkins University , Baltimore. 

" Dr. norland's dictionary is admirable. It is so well gotten up and of such conve- 
nient size. No errors have been found in my use of it." 

Roswell Park, M. D., 

Professor of Principles and Practice of Surgery and of Clinical Surgery, University 
of Buffalo. 

** I must acknowledge my astonishment at seeing^ how much he has condensed within 
relatively small space. I find nothing to cr\l\c\7.e, vet-y vcvwcVv \.o commend, and was inter- 
emted in finding some of the new words wh\cVv ate t\ov \tv ovViw Ttccwv. ^xcxxotvafkR*." 



PATHOLOGY. 



Stengel's 
Text-Book of Patholo^^ 

Fourth Edition, Revised— Recently Issued 

A Text-Book of Pathology. By Alfred Stengel, M. D., 
Professor of Clinical Medicine in the University of Pennsylvania. 
Octavo volume of 933 pages, with 394 text-illustrations, many in 
colors, and 17 full-page plates, 7 in colors. Cloth, $5.00 net; 
Sheep or Half Morocco, $6.00 net. 

WITH 394 TEXT-CUTS, MANY IN COLORS. AND 17 PLATES. 

7 IN COLORS 

In this work the practical application of pathologic facts to clinical medi- 
cine is considered more fully than is customary in works on pathology. In 
this edition the section dealing with General Pathology has been most 
extensively revised, several of the important chapters having been practically 
rewritten. A very useful addition is an Appendix treating of the technic of 
pathologic methods, giving briefly the most important methods at present in 
use for the study of pathology, including, however, only those methods 
capable of giving satisfactory results. 



PERSONAL AND PRESS OPINIONS 



WUliam H. Welch, M. D.. 

Professor of Pathology, Johns Hopkins Unwersity, Baltimore, Md. 

" I consider the work abreast of modern pathology, and useful to both students and 
practitioners. It presents in a concise and well-considered form the essential facts of fifeneral 
and special pathologic anatomy, with more than usual emphasis upon pathologic physiology." 

Ludvig Hektoen, M. D., 

Professor of Pathology, Rush Medical College, Chicago. 

*' I regard it as the most serviceable text-book for students on this subject yet written by 
an American author." 

The Lancet, London 

*• This volume is intended to present the subject of pathology' in as practical a^ form as 
possible, and more especially from the point of view of the 'clinical pathologist.' These 
subjects have been faithfully carried out, and a valuable text-book is the result. We catv «vcv«l 
favorably recommend it to our readers as a thoroughly practical woT\tovvtVYoL\C1a^■^^'^'^««.'s" 
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Mallory and Wright's 
Pathologic Technique 

Recently Issued— Third Edition, Enlarged 



Patholos^ic Technique. A Practical Manual for Workers in 
Pathologic Histology, including Directions for the PeVformance 
of Autopsies and for Clinical Diagnosis by Laboratory Methods. 
By Frank B. Mallory, M. D., Associate Professor of Pathology, 
Harvard University; and Jamks H. Wright, M. D., Director of 
the Clinico-Pathologic Laboratories, Massachusetts General Hos- 
pital. Octavoof 469 pages, with 138 illustrations. Cloth, J3. 00 net. 

WITH CHAPTERS ON POST-MORTCM TECHNIQUE AND 

AUTOPSIES 

In revising the book for the new edition the authors have kept in view the 
needs of the laboratory worker, whether student, practitioner, or pathologist, 
for a practical manual of histologic and bacteriologic methods in the study of 
pathologic material. Many parts have been rewritten, many new methods 
have been added, and the number of illustrations has been considerably 
increased. Among the many changes and additions may be mentioned the 
amplification of the description of the Parasite of Actinomycosis and the 
insertion of descriptions of the Bacillus of Bubonic Plague, of the Parasite of 
Mycetoma, and Wright's methods for the cultivation of Anaerobic Bacteria. 
There have also been added new staining methods for elastic tissue by 
Weigert, for bone by Schmorl, and for connective .tissue by Mallory. 



PERSONAL AND PRESS OPINIONS 



William H. Welch. M.D.. 

Professor of Pathology , Johns Hopkins University ^ Baltimore ^ Md. 

" I have been looking: forward to the publication of this book, and I am glad to say that 
1 find it a most useful laboratory and post-mortem guide, full of practical information and 
well up to date." 

BoMtott Medical and Surgical Journal 

"This manual, since its first appearance, \\asbeetvTeco^tvlxed as the standard guide in 
pathological technique, and has become we\\-mgV\ vud\speT\sai\Ae\.o\>cve\aJoc).xiaxox>j worker." 



EMBRYOLOGY. 



Heisler's 
Text-Book qf Embryolo^ 

Second Edition, Thorou|(hly Revised 



A Text-Book of Embryology. By John C. Heisler, M. D., 
Professor of Anatomy in the Medico-Chirurgical College, Phila- 
delphia. Octavo volume of 405 pages, with 196 illustrations, 32 
of them in colors. Cloth, $2.50 net. 

WITH 196 ILLUSTRATIONS. 32 IN COLORS 

The fact of embryology having acquired in recent years such great interest 
in connection with the teaching and with the proper comprehension of human 
anatomy, it is of first importance to the student of medicine that a concise and 
yet sufficiently full text-book upon the subject be available. In this edition 
the work has been thoroughly revised, and such additions have been made as 
the progress of the science has rendered necessary. Moreover, the entire 
work has been generally improved. The chapter treating of the Deciduae 
and the Placenta has been rewritten, as has also the greater part of that upon 
the Chorion. In addition to these changes, several new illustrations have 
been added. 



PERSONAL AND PRESS OPINIONS 



G. Carl Huber, M. D., 

Professor of Histology and Eftthryologyy Unh>ersUy of Michigan, Ann Arbor. 

** I find the second edition of 'A Text-Book of Embryology ' by Dr. Heisler an improre- 
ment on the first. The figureg added increase greatly the value of the work. I am ag:ain 
recommending it to our students." 

WUliam Wathen, M.D., 

Professor of Obstetrics, Abdominal Surgery, and Gynecology, and Dean, Kentucky 

School of Medicine, Louisville , Ky. 
" It is systematic, scientific, full of simplicity, and just such a work as a medical student 
will be able to comprehend." 

Biniiin^ham Medical Review, England 

" We can most confidently recommend Dr. He\s\eT's \>ocvV\.o vV«l ■^^'^^^r^\^^21X^.^^.^ 
medicine for his careful study, if his aim be to acquwe a. %outvd ;iTvd v^cx\c"a\ *.c^^ 
with the subject of embryology." 
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McFarland's 
Pathogenic Bacteria 

Fourth Edition, Rewritten and Enlarged 



A Text-Book upon the Pathogenic Bacteria. By Joseph 
McFarland, M. D. , Professor of Pathology and Bacteriology in 
the Medico-Chinirgical College of Philadelphia ; Pathologist to 
the Medico-Chirurgical Hospital, Philadelphia, etc. Octavo 
volume of 629 pages, finely illustrated. Cloth, J3.50 net. 

RECENTLY ISSUED 

This book p[ives a concise account of the technical procedures necessary in 
the study of bacteriology, a brief description of the life-history of the important 
pathogenic bacteria, and sufficient description of the pathologic lesions accom- 
panying the micro-organismal invasions to give an idea of the origin of sjrmp- 
toms and the causes of death. The illustrations are mainly reproductions of 
the best the world affords, and are beautifully and accurately executed. The 
chapters upon Infection and Immunity have been greatly extended by the 
addition of many new facts. The value of the work has been consider- 
ably enhanced by the introduction of a large number of references to the 
literature. 



PERSONAL AND PRESS OPINIONS 



H. B. Andenon, M. Dr, 

Professor of Pathology and Bacteriology, Trinity Medical College, Toronto. 

*' The I)ook is a satisfactory one, and I shall take pleasure in recommending it to the 
students of Trinity College." 

The Lancet, London 

" It is excellently adapted for the medical students and practitioners for whom it is 
avowedly written. . . . The descriptions given are accurate and readable, and the book 
should prove useful to those for whom it is written." 

New York Medical Journal 

"The author has succeeded admirably in presenting the essential details of bacteriO' 
logical technic, together with a judiciously chosen summary of our present knowledge of 
pathogenic bacteria." 



BACTERIOLOGY AiVD PATHOLOGY. 

Eyre's 
Bacteriologic Technique 



I 



The Elements of Bacteriologic Technique. A laboratory 
Guide for the Medical, Dental, and Technical Student. By J. W. 
H. EvRE, M. D., F. R, S. Edin., Bacteriologist lo Guy's Hospital, 
London, and Lecturer on Bacteriology, Medical and Dental Schools, 
etc. Octavo, 375 pages, with 170 illustrations. Cloth, $2.50 net. 

This book presents, concisdy yet clearly, Ihe various methods kI present 
in use for the study of hacteria, and elucidates sacli points in their life-his- 
. tories as are debatahle or sliU uiidetennined. The illustrations are numerous 
and practical. 
MmUcbI Newi, New York 



Warren's 
Pathology and Therapeutics 

Surgical Pathology and Therapeutics. By JohnColuns 
Warres, M. D., LL.D., F. R. C. S. (Hon.), Professor of Surgery, 
Harvard Medical School. Octavo, 873 pages, 136 relief and 
lithographic iliustrations, ^^ in colors. With an Appendix on 
Scientific Aids to Surgical Diagnosis, and a series of articles on 
Regional Bacteriology. Cloth, Ss-oo net; Sheep or Half Mo- 
rocco, S6.00 net. 

SECOND EDITION. WITH AN APPENDIX 

In the second edition of this book all tbe important changes hate been 
einb<)diediQ a new Appendin. In addiiionlo atienometalionorthe scientific 
uds to sui^cat diagnosis there is presented a series of sections on regional 
bacteriology, in which are given n description of the flora of the affected 
part, and the general principles or treating the aHections tbey produce. 

KMWeU Park. M. D.. 
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Dtirck and ffektoen's 
Special Pathologic Histolo^ 

Atlas and Epitome of Special Patholo^^ic Histolos^y. 

By Dr. H. Durck, of Munich. Edited, with additions, by 
LuDviG Hektoen, M. D., Professor of Pathology, Rush Medical 
College, Chicago. In two parts. Part I. — Circulatory, Respira- 
tory, and Gastro-intestinal Tracts. 120 colored figures on 62 
plates, and 158 pages of text. Part II. — Liver, Urinary and 
Sexual Organs, Nervous System, Skin, Muscles, and Bones. 123 
colored figures on 60 plates, and 192 pages of text. Per part: 
Cloth, $3.00 net. /// Saunders' Hand- Atlas Series. 

The great value of these plates is that they represent in the exact colors 
the effect of the stains, which is of such great importance for the differentia- 
tion of tissue. The text portion of the book is admirable. 

William H. Welch. M.D., 

Professor p/ Pathology, Johns Hopkins University, Baltimore. 

" I consider Diirck's *AtIas of Special Pathologic Histology/ edited by Hektoen, a very 
useful book fur students and others. The plates are admirable." 

Sobotta and Huber's 
Human Histolo^ 

Atlas and Epitome of Human Histology and Microscopic 
Anatomy. By Privatdocent Dr. J. Sobotta, of Wurzburg. 
Edited, with additions, by G. Carl Hurer, M. D., Professor of 
Histology and Embryology, and Director of the Histological 
Laboratory, University of Michigan, Ann Arbor. With 214 
colored figures on 80 plates, 68 text-illustrations, and 248 pages 
of text. Cloth, $4.50 net. /// Saunders' Hand- Atlas Series. 

Lewellys F. Barker, M. D., 

/^r/i/i'ss/^r ami Ileaii of the Department of Anatomy , Uni7<ersity of Chicago. 

"I con^atiilate yoii upon the appearance of this volume. The illustrations are 
certainly very fine, and Dr. Huber has made \tv\pottaLW\. eotWcWiutlons to the text. The 
*fook should have a large sale." 



PHVSlOLOCy. " 13 

American Text-Book of Physiology 

American Text-Book of Physiology. In two volumes. 
Edited by William H. Howell, I'li. D., M. IJ., Professor of 
Physiology in the Johns Hopkins University, Baltimore, Md. 
Two royal octavo volumes of about 600 pages each, fully illus- 
trated. Per volume : Cloth, 83-00 net ; Sheep or Half Morocco, 
J3-7S net. 

SECOND EDITION, REVISED AND ENLARGED 

Even ill die Ejhort lime thai has elapsed since the first edition of (his 
wnrk there h.i^ been much progress in Physiology, and in this editiun the 
bool( has been thoroughly revised to keep p.icc wiLii ihi* prioress. The 
chapter upon the Central Nervous System has been entirely rewritten. A 
section on Physical Chemistry forois u valuable addition, Miice these views 
are taking a large part ia current discussion in physiologic and medical 
literature. 
The Medical Newi 



Stewart's Physiology 

A Manual of Physiology, with Practical Exercises. 

For Studi;nts and Practitioners. By G. N. Stewart, M. A., 
M. D., D. Sc, Professor of Physiology in the ITniversity of 
Chicago. Ottavo volume of S94 pages, wilh 33'j i)lnsir;i(ions 
and 5 colored plates. Cloth, 53.75 net. 

FOURTH REVISED EDITION 

This work is written in a phdn and attractive style (hat renders it par- 
ticularly suited to the needs of students. The systematic portion is so treated 
that it can be used independently of the prnctical excrci-tes. which conslilute 
an important feature of the book. In Ihe present edition n considerable 
nmount of new matter has been added, espetiully In the chapter on the 
Central Nervous System. 
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Levy and Klemperer's 
Clinical Bacteriolo^ 

The Elements of Clinical Bacteriology. By Drs. Ernst 
Levy and Felix Klemperer, of the University of Strasburg 
Translated and edited by Augustus A. Eshner, M. D., Pro- 
fessor of Clinical Medicine, Philadelphia Polyclinic. Octavo 
volume of 440 pages, fully illustrated. Cloth, J 2. 50 net. 

S. Solis-Cohen, M. D., 

Professor 0/ Clinical Medicine , Jefferson Medical College ^ Pbila. 
" I consider it an excellent book. I have recommended it in speaking to my students." 

Lehmann, Neumann, and 
Weaver's Bacteriolo^ 

Atlas and Epitome of Bacteriology : including a Text- 
Book OF Special Bactekiologic Diagnosis. By Prof. Dr. 
K. B. Lehmann and Dr. R. O. Neumann, of Wiirzburg. From 
the Second Revised and Enlarged German Edition. Edited, 
with additions, by Cr. H. Weaver, M. D., Assistant Professor 
of Pathology and Bacteriology, Rush Medical College, Chicago. 
In two parts. Part L — 632 colored figures on 69 lithographic 
plates. Part II. — 511 pages of text, illustrated. Per part: 
Cloth, $2.50 net. /;/ Saunders' Hand-Atlas Series. 

Lewis' Anatomy and Physiology 

Anatomy and Physiology for Nurses. By LeRoy 
Lewis, M. 1)., Surgeon to and Lecturer on Anatomy and Physi- 
ology for Nnrses at the Lewis Hospital, Bay City, Michigan. 
1 2 mo of 200 pages, with 100 \\\u?.\.ia\.\OTv.'s>. 

JUST \SS\1^1> 



PATHOLOGY, BACTERIOLOGY, AND PHYSIOLOGY. 15 



Senn'S Tumors second Revised Edition 

Pathology and Surgical Trkatment ok Tumors. By Nicholas 
Senn, M. D., Ph. D., LL.D., Professor of Surgery, Rush Medical Col- 
lege, Chicago. Handsome octavo, 718 pages, with 478 engravings, 
including 12 full-page colored plates. Cloth, ^^5.00 net; Sheep or 
Half Morocco, ;^6.oo net. 

" The most exhaustive of any recent book in English on this subject. It is well 
illustrated, and will doubtless remain as the principal monograph on the subject in 
our language for some years."— y<;«r«a/ of the American Medical Association. 

Stoney's Bacteriology and Technic \::%^^ 

lUcrKRI()L<KiY AND SURGICAL TkCHNIC K()R NURSES. By EMILY 

M. A. Stoney, Superintendent of the Training School for Nurses at the 
Carney Hospital, South Boston, Mass. Revised by Frederic R. Grif- 
fith, M.D., Surgeon, New York. i2mo of 278 pages, profusely illus- 
trated. Cloth, $1.50 net. 

" These subjects are treated most accurately and up to date, without the super- 
fluous reading which is so often employed. . . . Nurses will find this book of the 
greatest value." — The Trained Nurse and Hospital Review. 

Clarkson's Histolo^^ 

A Text-Book of Histology. Descriptive and Practical. For the 
Use of Students. By Arthur Clarkson, M. B., C. M. Edin., for- 
merly Demonstrator of Physiology in the Owen's College, Manchester, 
England. Octavo, 554 pages, with 174 colored original illustrations. 
Cloth, $^.QO net. 

**The volume in the hands of students will greatly aid in the comprehension of a 
stibject which in most instances is found rather difficult. . . . The work must be con- 
sidered a valuable addition to the list of available text-books, and is to be highly 
recommended."— AVj*' York Medical Journal. 

Gorham's Bacteriolo^^ 

A Laboratory Course in Bacti rioi.ogy. For the Use of Medical, 
Agricultural, and Industrial Students. By Frederic P. (Ji^rham, 
A. M., Associate Professor of Biologj' in Brown University, Providence, 
R. I., etc. l2mo of 192 pages, with 97 illustrations. Cloth, ;J5l.25 net. 

"One of the best students' laboratory guides to the study of bacteriology on the 
market. . . . The technic is thoroughly modern and amply sufficient tor all practical 
purposes." — American Journal 0/ the Medical Sciences. 

Raymond's Physiology Ned"(3d)'Edition 

Human Physiouk^y. By Josi.rii II. Raymond. A. M.. M. D.. Pro- 
fessor of Phy.siology and Hygiene, Long Lsland ( ollo^c il«)spital. New 
York. Octavo of 685 pages, with 444 illustrations. CUaU, ^ VS^ ^'^^^- 

"The book is well gotten up and weU prmVcA, awX uv.vn W ^'^^''l^r^xS^ ^Scx- 



WOl 

fjoocr, 



•The book is well gotten up and weU prm\.cv\, awx wv.vn v>^- ^^^""';- ' .^^ vv*.oa- 
.rthy guide for the sludcnt and a usefviV v.orV. vA ^^^^^^^^^^^.^'^^.V^'^^ j*^^et ,>^vA^^ 
9cr. The i/iustrations arc numerous and arc v.c\\ cxncM^.t^\. — 
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Ball's BacteriolO^^ Recently Issued— Fifth Edition, Revised 

KssKNTlAi-S OF J».\('1KKI(»l<m;y : lu-iiij^ a c<»iu:i>c aiul s\ ittcinatic intro- 
duction to tiio Stiuly of Micro t^rganisnis. By M. \ , Uali., M. 1)., late 
Hactcrioloj^ist to St. Agnes' IIo.Npital, riiiiadi'lpliia. l2moof 236 jwiges, 
with 96 illustrations, sonic in colors, and 5 plalcb. Cloth, $l.co net. 
//* Saundt'rs' {Jnwstion- c ompcnd St/ us. 

"'Die tucliiiii- with regard to media, stuiiiiiiK. iiiouniiiiK, and the Hke ib culled from 
the liilust authurilaiivc works." -- J'/if Mii/uu/ JiMCi, New York. 

Budgetf s Physiolo^ 

Es.sKNriAi,s OK I'll vsioi.iKJY. Prepared especially for Students of 
Medicine, and arranged with (juestions folUiwing each chapter. By 
SlONKY 1'. r»rii(;KiT, M. D., rr»)re.s>«»r of I'hy.siology, Medical depart- 
ment of Wa.shington University, St. I.oiii.s. i6nio volume of 233 pages, 
rtnely illustrate<l with many full-jiagc half-tones, (.'loth, $I.CX) net. In 
SiiuHiicn^ {flit's/ ion- Co//ii>i'n J Scritw. 

"C'oiitains the essential facts of p)iysn>]ogy presented in a clear and concis< 
manner. " — / ^liiladrlphia Medical Journal. 

LfetOy^S HistolO^^ second Edition. Revised 

KssKNTiAi.s OF HistoLo(;y. liy l.otJis Lkkoy, M.D., Profes-siir of 
Histology anil l*allu)logy, V'anderhilt University, Nashville, Tennessee. 
l2mo, 263 pages, with 92 original illustrations. Cloth, $i.iX} net. /« 
S(tttnihr.\^ (Juistion - C \'////, iid Series. 

" The wtirk in its iiri-'sent form stands as a niod<;i of what a student's aid should be; 
and we nnhi-sitaiin^^ly say that the prai litioncr as well wonld fnid a glance through 
the book of lasting benefit " — Vhe Medical World, Philudelphia. 

Bastin's Botany 

Lahokaiory ICxi.k<isKs IN Botany, \^y the late Euson S. Bastin, 
M. A. Octavo, 536 I 'ages, with 87 platen. Cloth, :?2.cx) net. 

Barton and Wells' Medical Thesaurus 

A 'riii: Ai'RU.-> OK Mkdual Wokus and Piika.^ks. Hy Wilfred M. 
Uaktmn, M. 1)., As-i.slanl I'rofes.MM- of Materia Medica and Therapeu- 
tics; and Wai/ikk A. Wi.il.s, .M.I)., Denmn.strator t>f l-aryngtdogy, 
Cicorgetown University, Wa.^hinglon, \). C l2nio, 534 pages. Flexible 
leather, $2.^0 net. 

_. 1 . •^. .. Fourth Edition, Reviled 

American Pocket Dictionary RecenUy issued 

Amkrican rocKi-.r .Mkdjcal bn iionary. Kdited hy \V. A. 
Nkvvman Dorland, .M. 1)., As.si.staiit obstetrician t«> the Ilo.spital of 
the University of I'l-tui^ylvania. Containing the pronunciation ami defi- 
nition of the principal wonl.-^ used in nie«licine and kindred sciences, 
with 64 extensive table:*, llantlsoniely bountl ni ilexible leather, with 
goUl cd^cri, $l.iK) net; \v\l\\ pvvVeul thumb index, $1.25 net. 

"Iran recoiiiniend it to tmr swuWuis v.\v\\ov\v T»i*cxNu."—'^A\., Holland, M. D, 
-DruH €>/- t/te Jejfet &on Medical CoU'^c. V\uVav\u\vVvVa. 
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lions. By EuwiN B. Ckagin, M.U 
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